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GRANDVIEW SANITARIUM 


Is a pleasant home and high-grade 
Sanitarium for the care and treatment 
of Mental and Nerveus Diseases, the 
DRUG HABIT and Imebriety. The San- 
itarium is situated on a 20-acre tract 
opposite new City Park. The Grand- 
view line of the Metropolitan Railway 
passes within one block of the Sani- 
tarlum. Management strictly ethical. 
Write for booklet. 
DR, 8S. 8S. GLASSCOCK, 
Medical Director. 
Professor Neurology, 
University of Kansas. 
DR. A. L. LUDWICK, 
General Manager. 
Telephone, West 19. 
Office 521 and 522 Portsmouth Bullding 
Kansas City, Kansas. 
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NO GUESSWORK 


WHEN YOU USE OUR 


Antidiphtheric Serum 


(GLOBULIN) 


Parke, Davis & Co.’s Concentrated Antidiphtheric Serum 
(Globulin) is manufactured with scientific precision, under the 
direct supervision of expert bacteriologists. It goes to the phy- 
sician with a positive guaranty of purity and activity. It is sup- 
plied in the most satisfactory syringe container ever offered to 
the medical profession. 

Bio. 15— 500 antitoxic units. Bio. 19 4000 antitoxic units 
Bio. 16—1000 antitoxic units. Bio. 20 5000 antitoxic units 


Bio. 17 —- 2000 antitoxic units. Bio. 21 7500 antitoxic units. 
Bio. 18—3000 antitoxic units. Bio. 22— 10,000 antitoxic units 


Specify Parke, Davis & Co.’s Concentrated Antidiph- 
theric Serum (Globulin) on your order. 


PARKE, DAVIS & COMPANY 


Home Offices and Laboratories, Detroit, Mic higan 























THE PUNTON SANITARIUM 
KANSAS CITY, MO. 
A Private Home Sanitarium for Nervous and Mild Mental Diseases. The 
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SS THE 
GAINESVILLE SANITARIUM 


Gainesville, Texas 


HIS is a modern brick structure built for a 
hospital and equipped with the most mod- 
ern improvements. Heated by steam, 

lighted by gas and electricity. Supplied with 
electric bells, fans and telephones. The operating 
rooms have tile floors and hard finished walls. 
Hot and cold baths on each floor. This institution 
has a Chartered Training School for nurses. Open 
to all ethical physicians. 


J. E. GILCREEST, M. D., JULIUS McIVER, M. D., 
E. L. GILCREEST, M. D., Pathologist and Radiographer. 
Surgeons in Charge. MRS. N. A. HINDS, R. N., 
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DR. CLAUDE A. THOMPSON, Eprror-in-Cuier. 


THE SURGICAL TREATMENT OF CANCER OF THE LOWER LIP, 
WITH A REPORT OF 199 CASES.* 


E. H. Beckman, M. D., Surgeon to the Mayo Clinic, 
Rochester, Minnesota. 


In considering the subject of cancer and it: treatment, one must neces- 
sarily take into consideration certain facts. (Cancer in the United States 
as well as in other civilized countries is apparently on the increase. If it 
is not actually on the increase, it is certainly true that an increased num- 
ber of cases are reported to the various Boards of IIcalth and an increased 
number of deaths are attributed to its cause. 

In frequency tuberculosis and cancer are often cempared. The anti- 
tuberculosis campaign is largely responsible for the present decrease in 
tuberculosis. A similar movement directed toward educating the public 
in the present knowledge of cancer would undoubtedly produce similar 
results. 

We are still ignorant of the cause of cancer, but this does not pre- 
vent us from knowing a great deal concerning its manner of growth or 
how to cure it in the early stages. A cancer on the surface of the body 
apparently never develops except at a point subjected to continuous irri 
tation for a considerable length of time. Cancers developing in cracks in 
the lip, about warts and moles or the edges of ulcers are familiar to every 
physician. There is much evidence to show that they develop in other 
parts of the body only at sites of prolonged irritation. As friction devel- 
ops heat in machinery, so prolonged irritation develops cancer in_ the 
human body. Consequently every source of irritation should be eradicated 
from our bodies since they are fertile soil for the development of the 
disease. All cancers in the early stages are localized to small areas and 


while still localized can nearly always be cured. 


* Read before the Oklahoma State Medical Association, Enid, May 13, 1913. 
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Our present knowledge relative to the cure of cancer is about as fol- 
lows: There is no medical cure for cancer and the doctor who treats a 
patient having cancer as a medical case and endeavors to cure him by 
drugs not only accepts a fee from his patient for which he gives nothing 
in return but in addition takes away that patient’s best chance of recovery 
by allowing the disease to spread while he is watching for results. 

Paste containing arsenic is one of the oldest methods of treatment for 
eancer. Arsenic has no selective action for cancer but has some affinity 
for pathologic tissues, largely because they contain more water and have 
less vitality than normal tissue. Its use is confined principally to cancer 
quacks who apply it for money instead of results and who cannot differ- 
entiate a lipoma from a malignant growth. People submit to its use only 
through ignorance. 

The Roentgen ray has been tried in thousands of cases of cancer with 
doubtful results. In a cancer situated beneath the skin or on the mucous 
membrane its effect is worse than useless, since it does not cure and gives 
the patient and also the physician a false sense of security. The treatment 
does, however, often relieve the pain in rapidly growing cancer. It 
stimulates the formation of fibrous tissue and so delays dissemination. 
Smali, superficial cancers of the skin can be cured in this manner, but 
there are other methods of treatment which are more efficient, more rapid, 
and do not carry with them the danger of an X-ray burn. Radium, which 
seemed to hold out so much hope as a cure, although having 
been tried for several years, is still of doubtful value. The one method 
of treatment which gives results sufficient to actually class it as a cure for 
cancer is surgery. it should be remembered, however, that it is not sur- 
gery alone but early surgery which gives the results. Other factors 
being equal, the number of surgical cures are in direct ratio to the stage 
of the disease. 


If should be impressed upon the people that it is the disease and not 


the treatment which is dangerous. As has been stated so tersely by one 
of my colleagues: ‘“The danger is not from operation but from delayed 


operation.”’ 

As | stated in a previous paper, the three important factors which 
contribute to the cure of cancer of the lip by present-day surgical 
measures are: (1) The opportunity for an early diagnosis, (2) the slight 
tendency for the growth to form metastasis in vital and deep-seated parts 
of the body, and (5) the accessibility for removal of the primary growth 
and the lymphatics first involved after thé disease has progressed beyond 
the primary focus. Cancer of the lower lip is ideally situated for an 
early diagnosis. The patient is aware of a iump or an ulcer which does 
not heal in the very earliest stages of the disease. While one can be 
almost positively certain in regard to the diagnosis in most of these con- 
ditions, the only absolute proof is a microscopic examination by a compe- 


tent pathologist. The day has passed when it is necessary to wait for 


glands to become involved or to try out the effect of potassium iodide on 
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these cases. Any physician in America, no matter how far from the regu- 
lar centers of population, can take a specimen, send it to a pathologist 
and get a telegraphic report within a week. The important thing in these 
eases is time if we wish to cure our patient. The only cases that are 


hopeless are those who have delayed so long that an operation is no 























Ficure I. _ Dissection of submental and submaxillary triangles for epthelioma 


of the lower lip. 


longer advisable. A study of 4500 cases of cancer of the head and neck 
traced in the literature for Crile showed that in less than 1 per cent sec 
ondary cancer foci had been found in distant organs and tissues. That 
is to say, in cancer of the head and neck, death almost always ocemrs hy 
local and regional development cf the disease. The collar of lymphatics 
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in the neck forms a picket-line through which cancer is rarely allowed 
to pass. Every part of this lymphatic chain which surrounds the neck is 
easily accessible and can be removed with impunity. The medical pro- 
fession have too long believed that cancer of the lower lip is not as malig 
nant as cancer in other parts of the body. At the Mayo Clinic we have made 
it a practice for a good many years to do a radical operation on every case 
of any type occurring in this situation, no matter how early, provided 
the patient’s condition would warrant such an operation. 

The drainage area of the lower lip has been so carefully studied by 
Poirier, Cuneo, Kuttner and other observers that one knows definitely the 
lymph nodes which are first affected after the cancer has progressed be 
yond a local disease. The submental glands, lying in a triangle bounded 


by the anterior bellies of the digastric muscles and the hyoid bone drain 


the central portion of the lower lip. The submaxillary group, which 
drains the remainder of the lower lip as well as the cheek, lies in the sub 
maxillary triangle. It sometimes happens that the submaxillary lym 
phatics on a side opposite the cancer will become involved. This rarels 


takes place, however, but one must remember that when the regular 
lymph channels are blocked, whether by cancer or inflammation, 
the lymph stream may flow in any direction similar to the blood, being 
taken up by the collateral circulation when the main trunk of a_ vessel 
is ligated. For these reasons it is advisable in every case to remove the 
lymphatics on each side at the primary operation. This should include the 
submaxillary salivary glands also, not because they become involved with 
cancer but because it is impossible thoroughly to remove the lymph 
nodes and leave the submaxillary salivary glands. After the glands from 
one side have been removed they should be examined immediately and, 
if found involved, the dissection should be carried down that side of the 
neck, so as to make a block dissection in which case the lymphatics re 
moved must include both the anterior and posterior deep jugular group 
If the glands on both sides in the submaxillary region be involved with 
cancer, nothing short of a block dissection on both sides of the neck is 
permissible. 

The principle underlying the cure of cancer of the lower lip is 
the same as that involving the cure of cancer in other parts of the 
body, that is, the primary growth along with the glands into” which 
the area of the growth drains must be thoroughly removed. There is 
one difference which we have observed in this connection. A caneer 
of the lower lip is either a local growth or else a metastasis in the ad 
in the 


jacent glands. We have never’ observed a cancer occurring 
lymph vessels between the original growth and the neck; consequently, 
it does not seem necessary to remove the lymph vessels along with the 
glands and the primary growth. This is fortunate both for the patient 
and the surgeon, because it lessens the danger of infection from the 


The original growth, however, 


mouth into the deep tissues of the neck. 
should be removed with a wide margin, the wider the better. 
In cases where only the submaxillary and submental regions have 
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been entered we do not believe that infection from the mouth is of serious 
consequence, since we have very often had to enter the mouth at the same 
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Ficure Il. Block dissection with removal of sterno-mastoid muscle, employed when 


submaxillary glands are carcinomatous 


time and also because infection often takes place through the cut duct of 
the submaxillary salivary gland. If it be necessary to extend the dis 
section down along the jugular to the clavicle, we prefer to perform the 
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operation in two stages, doing the neck part first, which blocks the 


spread of the disease, and operating on the primary growth one week 


later. 
Our customary procedure in operating for cancer of the lower lip 
is illustrated by the accompanying charts. (Figs. 1-2-3). An incision is 


made %4 inch below the ramus of the jaw from one sternomastoid muscle 
to the other. This incision extends through the skin and platysma muscle. 
The reason for making the incision as low as this is to avoid the small 
branch of the facial nerves which swings down below the angle of the 
jaw and then returns on the face to supply the muscles about the angle 
of the mouth. Where it is necessary to remove only a small portion of 
the middle of the lip a better cosmetic result is obtained by saving these 
branches of the facial nerves. If, however, it is necessary to remove more 
of the lower lip and widen the mouth by extending into the cheek it is not 
necessary to save these nerves. Through this incision the skin and 
platysma muscle are reflected down to the hyoid bone and up to the in 
ferior maxilla. 

All of the fascia and fat, including the submaxillary salivary glands, 
are removed from the submental and submaxillary triangles. It is neces- 
sary to ligate both the facial artery and vein. The blood supply to the 
face is so abundant through the other branches of the external carotid 
that we have never seen sloughing from this cause. The hypoglossal 
nerve and the lingual branch of tie trifacial are exposed on each side 
and should be saved. After the removal of the glands this primary in 
cision is closed, drainage being established through small separate in- 
cisions on each side. The platysma muscle is stitched first and then the 
skin with a subcutaneous suture. The wound in the neck is then care 
fully protected and the operation on the lip begun. 

A quadrilateral section, including the full thickness of the entire lip, 
is removed, running down nearly to the point of the chin. The section 
removed should include the growth and from one-fourth to one-half inch 
on each side into the healthy tissues. The coronary artery should be 
tied on each side. An incision is then made from the lower angle of the 
quadrilateral parallel to the ramus of the jaw on either side as far as is 
necessary to obtain enough tissue to close the defect. The entire flap 
from which the new lower lip is to be made should be freed well from 
the bone. These flaps are then sutured together in the midline with silk 
worm gut sutures, the skin being approximated with horse-hair. If the 
skin remaining over the point of the chin is too long to be approximated 
to the new lip so that it produces wrinkles, it is shortened by taking out 
a small triangle at one or both ends of the incision, as shown by the ae- 
companying diagram. This is the technic employed in cases where only 
a small portion of the lip is removed. If one-half or more of the lower 
lip must be removed, the primary incision is made in precisely the same 
way. In addition to the incision running from the lower end of the quad 


rilateral piece along the ramus of the jaw, it is now necessary to make 


incisions parallel to the former, extending from the corners of the mouth 
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directly into the cheek. These incisions should extend slightly downward 
rather than upward. The suggestion of J. Clark Stewart to incise 
through all the tissues except the mucous membrane, then go one- 
fourth inch higher before cutting through the mucous membrane is 
a valuable point in the technic, as it gives plenty of mucous membrane 
to stitch over the raw surface of the lower lip and thus prevents con- 
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Figure III. Illustrating plastic operation for removal of a portion or the entire 


lower lip for carcinoma 


traction of the mouth later. When the flaps on each side are thoroughly 
free, they are approximated as in the former case, the only difference 
being that the raw surface of the lower lip must be covered with mucous 
membrane as just mentioned. It is now seen that the lower lip is shorter 
than the upper, and also shorter than the skin remaining on the chin 
These two latter are shortened by removing triangular pieces from the 
extremity of each incision, as shown in the diagram. This plastic work 
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was taught me by C. H. Mayo and ! have not seen it deseribed in the 
literature. 

From January 1, 1907, to December 31, 1911, there were 199 patients 
with cancer of the lower lip observed in the Mayo Clinic. This num- 
ber includes only those patients having a cancer confined to th 
lower lip or one which had apparently originally arisen in that location. 
In addition to this number, there were a great many others having cance! 
of the upper lip, upper jaw, mouth, tongue, tonsils and pharnyx, which 
are not included in this report. 

Twenty-five of these 199 cases were diagnosed from clinical findings 
only and consequently cannot be proved definitely to have been cancer. 
Two of the patients had the local growth removed from the lip before 
coming to our clinic. From the histories it appeared beyond question 
that the condition had been cancerous and it was thought advisable to 


remove the submental and submaxillary glands. This was done and both 


of the patients are well without any sign of recurrence. Seventeen 
patients in this series were considered inoperable when first seen. Two 


others refused operation and four are not accounted for, which means 
that we have no definite knowledge as to whether they refused operation 
or were considered inoperable. This makes up the group of 25 cases in 
which there was a elinical diagnosis alone. The remaining 174 cases have 
heen proved to be cancer by both clinical and pathologic diagnosis. These 
174 cases reaily form the basis of this report, since it is necessary to 
prove by microscopic examination that we are dealing with cancer. 

One hundred twenty-six patients had a radical operation performed 
as the first operation. By a radical operation | mean that the local 
growth was excised with a wide margin and in addition the lymphatic 
glands which make up the drainage area of the lower lip were also re 
moved either at the time of the operation on the lip or a few days later 
Ninety-nine of these patients have been traced; we have received letters 
from them or examined them within the past few weeks. Twenty-seven of 


the group have not been heard from. 


Of the 99 patients who have been heard from, 83 have no sign of a 
recurrence either locally or in the glands of the neck. Sixteen have 
eliher died of their origina! trouble or now have a recurrence. Seven olf 
these 16 patients had glands involved at the time of their operation and 


three others had an extensive growth on the lip. 


Considering only the cases of which we have a definite knowledge, 
that is, the 99 patients from whom we have received letters or who have 
been examined by us, 83 of which are cured, gives us a percentage of 
cures following a primary radical operation for cancer of the lower lip 
cof 83.8 per cent. It might be interesting to note the time since the oper 
ation on these 83 cured cases: Two cf them were just one year ago; 25, 
between one and two years; 17 between two and three years; 20, between 


three and four years; 15 between four and five years; and 4, over five 


years. In 18 of the above number glandular involvement was demon- 
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strated by the microscope at the time of their operation and 9 of these, 
or 50 per cent, are among the cured cases. 
In another group | have placed 25 patients who had a late radical 


operation, that Is, removal ct tae glands or the neck following one or two 


local operations on the lip or following treatment by paste Twenty of 
these patients have been traced. Fourteen are classified as cured and six 


as not cured, giving a percentage of 70 per cent of cures in those patients 
having a late radical operation as compared with 83.6 per cent of cures 


in cases that had radical operations as the primary treatment 


Twelve of the above 25 patients had glandular involvement demon 


strated by the microscope at the time of the operation; 4 of these are 


eured. While this group of 25 is much smaller than the previous group, 


it is interesting to note that when the radical operation was delayed 


only a third of the patients having giendular involvement were cured as 
compared to 50 per cent of cures in those having glandular involvement 
following a primary radical operation 

Kive patients had an incomplete removal of the glands either as a 
primary or secondary operation All of thes patients have been traced 
In this group are cases in which an operation was attempted but aban 
} 


doned vecause the involvement was found to be so extensive It also in 


cludes these cases in which glands were removed from but one side ol 


the neck, the growth in the iip being confined entirely to one side. Two 


of these patients are well with no signs of recurrence 


In a last group consisting of 18 cases we have placed those patients 
who had an excision of the local growth without the removal of any 
glands Most of these patients were seen early in the disease but then 
general condition or age prevented a radical operation Fifteen of these 
ases have been traced, 11 of which are cured, giving a percentage « 
73.3 cures it has been stated by other observers or orne out HV statis 


tics that an early operation for cancer, although not a radical one, 1s 


often more favorable than a late radical operation. This holds true in the 
present series, as 73.3 per cent of the patients having an early local ex 
cision were cured as compared with 70 per cent of cures among those 
who had a radical operation in a late stage of the disease There were 


no operative deaths in this series of cases 
Note 1 am indebted to my assistant Dr. Ethan Flagg Butler, for 


‘ompiling the statistics 


CANCER OF THE LOWER LIP. 





No. No Not Not inoo- Per ct 
GROUP Cases Operated Traced Traced Cured Cured erable Cured 
I. Clinical diagnosis only 25 2 6 19 » " 
If. Primary radical operation 126 126 99 27 8 f R38 
Glands involved 18 18 18 ) 4G 
ill Late radical operation 25 2 20 ) 14 ( 
Glands involved 12 12 12 0 j S 
1V. Glands removed one side 
or incomplete 5 5 ) 0 2 10) 


only 
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ENDOCARDITIS. 
P. P. Nesbitt, M. D., Muskogee, Oklahoma. 

The term endocarditis includes all inflammatory affections of the en- 
docardium. For convenience, these are subdivided into acute and chronie 
endocarditis. The acute is further divided into benign and malignant and 
these still further classified according to pathology, bacteriology and symp 
toms. Chronic endocarditis is practically synonymous with chronic val- 
vular disease and as that is to be the subject of another paper to be read, 
will not be considered here. 

The initial attack of endocarditis practically always develops as a 
complication of other disease. Later we may have attacks where it seems 
to be the only lesion, the disease which it originally complicated having 
entirely disappeared. The diseases most frequently complicated by endo 
carditis are (1) acute articular rheumatism, (2) chlorosis, (3) scarlet fever, 

+) gonorrhea, particularly gonorrheal arthritis, (5) tonsilitis, (6) pneu 
monia, (7) puerperal sepsis, (8) infected wounds. Less frequently it 


complicates typhoid, diphtheria and other infectious diseases. 

The classification of acute endocarditis as benign and malignant is 
purely arbitrary as they are the same process, differing only in intensity 

Pathology. The pathology of acute benign or simple or vegetative en 
docarditis is the development of vegetations on the endvcardium and is 
almost entirely confined to the valves. These vegetations are due to bac 
teria and are verrucose, wart-like, papular, or pedunculated. At first 
they are grayish, gelatinous and transparent. They are composed of two 
layers, the deeper consisting of granulating endothelial and subendothelial 
tissue and the upper layer consisting of thrombi from the blood with 
which they come in contact. The thrombi contain few or no bacteria 
The thrombi may become dislodged forming emboli in any part of th 
body. The effect of these is mechanical only, as they are not infective 
Later the deeper layer becomes white and of fibrous consistency causing 
the valve to become sclerosed and often the orifice to become stenosed 

The pathology of malignant or ulcerative endocarditis is the develop 
ment of an ulcerative process on the vegetations or the sclerosed valves 
of a simple endocarditis. The ulceration igs usually confined to the valve 
but sometimes extends from the aortic valve to the aorta, from the pul 
monary valve along the pulmonary artery as far as the hilum of the 
lung, from the mitral valve to the chorda-tendeneae or to the wall of the 
heart. in the aorta this may produce aneurysm, in the heart may destroy 
chorda-tendeneae, or may extend into the heart muscle deep enough to 
produce an opening between the ventricles or a rupture of the external 
walls of the heart. On the valves when the outer layers have been de- 
stroyed the pressure of the blood often causes stretching of the thinned 
walls producing valvular aneurysms. When the whole thickness of the 


valve is destroyed, of course, a leakage at once results usually sufficient 


to destroy compensation. 
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Thrombi form on the uleerations containing a large number of bac- 
teria. These are constantly being carried away in the blood stream caus 
ing a bacteremia. Pieces of the thrombi of variable size are often broken 
loose and are carried in the blood lodging in the different organs causing 
endarteritis, or embolism with infarcts. The results of these vary with 
the character of the material forming the embolism. If due to streptococci, 
a hemorrhagic infarct usually results; if due to staphylococci or pneu 
mococci, a suppurative infarct develops. There is always present a poly 
morphonuclear leucocytosis and cultures of the infective organism may | 


made from the blood if a sufficient quantity is used. 


Symptoms. The symptoms of simple endocarditis are a slight tem 
perature rarely exceeding 101 F., heart rate nearly always affected, usually) 
quickened but occasionally slowed, and often irregular. There is rarely 
any pain but there may be some palpitation and pre-cordial distress 
These symptoms are not diagnostic of endocarditis and are more apt to 
be due to a myocarditis or pericarditis. The valve sounds, which must be 
depended on for making a diagnosis, are at first normal but as the disease 
progresses we get a muffling or irregularity of the cardiac sounds, later 
a murmur and still later the signs of valvular insufficiency Diastolic 
murmurs are more suggestive than systolic for they are rarely functional 
Embolism, when it occurs, is very distinctive. 

The symptoms of malignant endocarditis are even more variable than 
those of the simple variety. Fever is a fairly constant symptom but it 
may be of almost any variety; constant, regular or irregular remittent, 
regular or irregular intermittent. In the so-called typhoid type, the fever 
may resemble very closely that of typhoid. In fact all the clinical symp 
toms of typhoid may be present including the typhoid tongue, rose-spots, 
relaxed bowels, hemorrhage from the bowels, and the diazo reaction may 
be present. The Widal reaction, of course, is absent and there is a mod 
erate or severe polymorphonuclear leucocytosis and these alone enable us 
to differentiate a case showing these symptoms from a typhoid. Rigors 
followed by rapid rise of temperature, which continues high for, awhil 
then falls rapidly accompanied by free sweating is a very common type 
These paroxysms.are usually very irregular as to time of occurrence, but 
sometimes simulate quotidian or tertian malaria so closely that a blood 
examination is necessary to differentiate. Embolisms are very frequent 


and when they occur anywhere except in the lung are very suggestive o 


endocarditis of the left heart When they occur in the lung they may be 
due to an endocarditis of the right heart or a dislodged thrombus from 
any part of the venous system. The symptoms and results of these emboli 
vary with the size and location and the infective organism present If 


they occur in the brain we have a paralysis which may be more or less 
permanent or entirely disappear, or may result in brain abscess or sup 
purative meningitis. If they occur in the lung, spleen or liver there is 


sudden pain in the affected part, later the symptoms may disappear or 


there may be suppuration or gangrene in the part supplied by the plugged 
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artery. Emboli in the kidney are apt to cause blood or albumen in 
the urine and may result in suppuration or any form of nephritis. It 
they occur in the vessels of the skin they produce hemorrhagic or suppura- 
tive infarcts and by these we are often able to complete the diagnosis 
On physical examination the area of cardiac dullness is increased, ex 
tending usually to the right of the sternum, the apex beat which at firsi 
is located normally travels outward and downward, often being well to 
the left of the nipple line and in the sixth or seventh interspace. The car- 
diac sounds change with the progress of the disease, the location of the 
changing sounds depending on which valve is affected. A_ post-systolic 
murmur heard best in the third interspace close to the sternum is indica 
tive of affection of the aortic valve. If the mitral valve is involved the 
murmur is heard best at the apex. The first sound becomes prolonged 
and roughened, later a doubled sound appears, and still later the first 
sound is followed or replaced by a soft blowing murmur. Cabot states 
the murmurs most suggestive of endocarditis are those that change rapidl: 
under observation, especially diastolic murmurs. There is usually some 
palpitation and pain or distress over the pre-cordium. General weakness 


and marked symptoms of sepsis are nearly always present 


Diagnosis. From the large number and variability of the symptoms 


enumerated it can be readily understood why there are so many mistakes 


and failures in diagnosing endocarditis. This was stated by Bamberge 
in the following words: ‘““The diagnosis of acute endocarditis is seldom 
easy, usually difficult, and often impossible.’’ The onset of the disease 


does not help much as it may be sudden or very insiduous. When in the 
course of an acute articular rheumatism, chorea, tonsilitis, scarlet fever, 
gonorrheal arthritis, or other acute infections, qa disturbance of the heart 
action develops with an elevation of temperature without a corresponding 
aggravation of the other symptoms, we should suspect endocarditis and 
watch the heart very carefully. ‘““When fever without known cause is 
present any cardiac murmur must be thought of in the light of a possib! 
endocarditis.’ (Cabot. When fever is accompanied by the characteristic 
changes in the size and location of the cardiac dullness and changes m 


+} 


the size and location of the cardiac dullness and changes in the heart 


the heart sounds and heart rate develop while under observation, we can be 


‘ 


fairly sure that an acute endocarditis is present The occurrence of emboli 
in different organs of the body is very distinctive and often enables us to 
make a positive diagnosis, 


In differentiating between vegetative and ulcerative endocarditis the 


accompanying disease must be considered as well as the haracter an 
severity of the symptoms present. Ulcerative endocarditis is very ra 
in chlorosis, tuberculosis, typhoid, diphtheria and scarlet fever Is rare 


in rheumatism and tonsilitis; frequent in the endocarditis of pneumonia, 
less frequent in those of erysipelas, septicemia, puerperal fever and gon- 


orrhea. Sepsis is very prominent in the ulcerative form and much less 
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so in the vegetative type. Leucocytosis is more marked and bacteria are 
present in the blood in ulcerative endocarditis. 

In differentiating the typhoid type of acute endocarditis from typhoid 
fever a blood examination is often necessary, as the clinical symptoms may 
be identical. In ulcerative endocarditis with remittent or intermittent tem 
perature with rigors and sweats a blood examination may be necessary 
to differentiate from malaria, especially if the changes of temperature 
have any regularity. The blood here will show the absence of the plas 
modia of malaria and the presence of leucocytosis. When the symptoms 
are not very marked they are often masked by the disease the endocarditis 
complicates and its existence is overlooked. The most frequent mistak« 
is in diagnosing other forms of sepsis, myocarditis, and pericarditis as 
endocarditis. So that even where all aids to diagnosis are used and th 
utmost care taken autopsy shows many cases of acute endocarditis which 
were not suspected and many cases diagnosed as such to be some other 


affeetion. 


Prognosis. The prognosis of simple vegetative endocarditis is good as 


to life bui couplete recovery is rare. When we consider that most cases 
result in chronic valvular heart trouble, often with stenosis, and consid 
the dangers from resulting incompetency and recurring attacks of endo 
carditis, simple or ulcerative, it is readily seen that the term ‘‘benign’’ 


ndocarditis is really a misnomer. The prognosis of ulcerative endocarditis 


is always very grave. The result is usually death in from a few days to 
a few weeks put sometimes is prolonged to a year or mor The ases 
which recover are mostly from among those due to gonocoecic infection 


Treatment. The treatment of acute endocarditis of all forms may bh 
considered under two heads (1) prophylactic, (2) treatment of the disease 
after it has developed 

Prophylaxis resolves itself into (a) treatment of the causal disease, 
including the treatment of sepsis, (b) rest, (c) treatment directed to th 
heart when it shows irritability or other signs of becoming affected 

\s our knowledge of the treatment of acute infections by serums and 
vaccines increases, the number of cases of endocarditis resulting from these a 
fections will decrease. The casual diseases will be prevented, or their severit: 


lessened, sepsis avoided or lessened, and the infected organism destroved 


before such complications as acute endocarditis develop. At present, how 
ever, this is largely a dream and while some good results have been al 
tained by these measures, our main reliance for prophylaxis is on abso 
lute rest during the course of the infections that are lable to be comph 


cated by endocarditis, and for several weeks after the temperature 1s 
normal in acute articular rheumatism and scarlet fever. Not only should 
the patient be kept in bed, but every effort should be made to kee] th 


mind at rest also The work of the digestive organs should be reduced 


by a light, easily-digested diet, largely liquid, care being taken to not 
give enough liquids to throw additional work on the heart and kidneys 


lrritability of the heart may be quieted and slowed by use of the ice-bag 
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Mustard over the heart, care being taken not to blister, often gives good 
results. Stimulants should be avoided, especially during the early stages 
of the infection, but later coffee, ammonia, whiskey or brandy may be 
given. Digitalis is not to be used unless tumultuous action of the heart 
threatens to produce embolism. Even then small doses of morphine may 
be more satisfactory. 

In a person who has had an endocarditis resulting in injury to the 
valves, care should be taken to avoid exercises that will bring an unusual 
strain on the heart, and such a person should be kept in bed when su! 
fering from any infection. 

Treatment of an acute endocarditis after it has developed is specific 
or symptomatic. Specific treatment is still in the early stages but the 
serum and vaccine treatments, especially that of autogenous vaccine, has 
given some very promising results. Where the serum is used, it should 
be used in larger amounts and more frequently than in other affections. 


Symptomatic treatment must, of course, be governed by the symptoms 


present. Hypnotics and coal-tar antipyretics should he avoided. If a sep- 


tic diarrhoea is present, it should not be checked at once. 
After the acute stage of vegetative endocarditis is passed the: iodides 
should be given to aid resolution of the vegetations. 


THE DIAGNOSIS AND PROGNOSIS OF VALVULAR HEART LESIONS. 
Dr. R. W. Williams, Anadarko, Okla. 


In connection with valvular heart lesions we are always confronted 
with the question: ‘‘What is the seriousness of the trouble?’’ Naturally, 
this makes the prognosis of heart lesions one of the most interesting, and 


it the same time distressing, problems with which we have to contend. 
First, our patient will want to know: ‘‘Have I heart disease,’’ as he ealls 
it, ‘‘and if so, is it dangerous to life?’’ Entirely apart from this anxiety 
of our patient, and considered as of merely scientific interest, the prog- 


nosis should interest the physician as much as, or perhaps more, than any 


question that may arise, not excepting the treatment of the case. 
It is utterly impossible and manifestly so to foretell the limit of life 


in any one ease of heart disease. The utmost within our power is to 


group the cases roughly, and by considering carefully the various fae 
tors, arrive at an opinion that in the individual case, may come far short 
of the mark, but in the average, will be not far from right. It is our 
purpose, in this paper, therefore, to analyze these various factors It 
would be preposterous for us to attempt a prognosis, without endeavoring 


to make an accurate diagnosis of our pathological condition The diag 
nosis should establish four points, viz.: 
First. The valve involved and the lesion present, ; Gs insufficienes 


or a stenosis. 


Second. The extent of the lesion. 
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Third. Presence or absence of compensation. 

Fourth. The Etiological factor. 

The diagnosis and the character of the lesion is often a _ relatively 
simple matter, as this depends on well understood data. At times, how 
ever, when we have a combination of lesions or a very slight lesion, a 
diagnosis may he very difficult, and a variety of opinions will be expressed 
by as many men. In the combined lesions, the important elements are 
usually recognized; the chief difference of opinion being in regard to 
slight lesions, complicating more severe ones where the question arises as 
to whether or not a lesion exists. The ability to diagnose and diagnosis 
itself are very important. 

Perhaps the most frequent question is in regard to mitral insufficiency, 
and right here, may we say emphatically, that a murmur in itself, is not 
sufficient evidence to make a diagnosis on. There must be some displace 
ment of the apex outward or other evidence of enlargement of the heart 
And, unless there be some accentuation of the pulmagnary second sound, 
there is probably no lesion present in spite of a murmur. Anemia will 
often produce such a murmur. And these so-called haemic murmurs are 
not evidence of organic trouble. An anatomical peculiarity in the chordae 
tendinae may cause the first tone to be muffled. According to my obser 
vations, these murmurs are most often heard at the base of the heart, 
just to the left of the sternum in the third inter-space. They may be 
heard at the apex. In children, we must not forget that the second pul- 
monic is often louder than the aortic. Often times also, in children, when 
we notice this apparent accentuation associated with a systolic murmur, 
it is necessary to withhold our opinion till time shows us that the murmw 
is functional... 

The second aortic tone is often accentuated in arterio-sclerosis, or 
any other condition producing high arterial tensions, and this*may cause 
us to overlook a mitral leak. Such a murmur will often entirely disappear 
on rest in bed, but it may easily be brought back by exercise; not in 
variably, however. 

A man has a systolic thrill and murmur over the aortic area, and we 
err in diagnosing an aortic stenosis. This latter lesion does occur, but 
remember it is a rare condition, and should not be diagnosed unless other 
signs are present, such as an absence of the second aortic and slowly ris 
ing and long-sustained pulse wave. The systolic thrill and murmur fount 
in the aortic area are most often due to aortic insufficiency It is the 
result, possibly, of arterio-sclerosis of the valve, or to an aneurysm; only 


rarely are they due to an aortic stenosis. 


A case under my care at one time showed strong evidence of broken 
compensation; there was no murmur, or at mast a slight systolic murmur, 
which | interpreted to be due to a relative insufficiency But when my) 
patient died, and | carefully reviewed his history and remembered his 
small, hard pulse, the high area of dullness due undoubtedly to the dila 
tion of the left auricle, and a peculiar slapping quality of the first tone 
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| got to thinking and soon realized my man had died with a high grade 
mitral stenosis. On the whole, I believe we may say these cases are rela- 


tively easy to diagnose, but there are opportunities for error. 


The extent of the lesion— 


Although it is often difficult to accurately determine the extent of a 
lesion, it is perhaps more important to do so, than it is to establish the 
mere diagnosis or presence of the lesion; murmurs offer us practically no 
aid in determining the extent of a lesion except that as a rule a loud mur 
mur indicates a slight lesion, and a relatively good condition of the heart 
muscles. When this loud murmur becomes weaker, however, it indicates 
as a rule, muscular weakness. Therefore, we need to look to other sources 
for our chief evidence and right here may we emphasize the importance of 
the examination of the apex beat by palpation. It is true, very often we 
are unable to locate the apex beat definitely and must rely on percussion, 
but when the other is possible, and when we can define it accurately, we 
have detinite and irreproachable evidence of the exact condition of the left 
ventricle, since it is possible to tell by the width of the apex whether or 
not this cavity is dilated and by the force of the impulse whether there is 
hypertrophy present and to a degree how much. The general precordial! 
impulse and the epigastric pulsation give us information as to the right 
ventricle, which is, of course substantiated by our findings on percussion ; 
we may diagnose right ventricle hypertrophy on an accentuation of the 
second pulmonic, for this indicates increased tension in the pulmonary 
circuit and that in turn means more work for the right ventricle, whica 
must have hypertrophied in order to do its work. So, judging from the 
size of the heart and the inference derived therefrom, we may diagnos 


the extent of a lesion. If there happens to be an associated myocardiiis 
a considerable dilitation may accompany a slight lesion In these cases 


we may make an error in diagnosis, but the prognosis will be the same 
As a rule, a large heart means an extensive iesion, and a slight change in 
the size of the heart means a slight lesion. An additional quest‘on as to 


the stationary or progressive character of the lesion comes up We mays 
say as a rule an insufficiency Is apt to be stationary, while stenosis 1s 
here which will be discussed 


more likely to progress. Other factors enter 


later. 


compensation 18 pet 


Compensation. We must decide whether or not 


fectly established in each case. It is possible usually to establish this 
point by carefully eliciting the patient’s history. If at any time he has 
suffered with shortness of breath on exertion, together with cough, ete 


then probably compensation has been imperfect or has been on the verge 
of breaking. We must consider the various lesions separately upon our 


examination. We know that with mitral insufficiency we have hyper 
trophy and dilitation of the left ventricle, dilitation of the left auricle, 


increased tension of the pulmonary circuit and a consequent hypertroph 
of the right ventricle. This sequence of pathological conditions graduall) 


of the 


develop. Dilitation of the right ventricle is not a necessary part 
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picture, but when it does occur it means a broken compensation. At the 
bedside, when we have such a lesion, we will find the right border dis 
placed to the right, while simple hypertrophy will not accomplish this 
displacement to any extent. Therefore, this displacement to the right of 
the sternum justifies a conclusion that we have a broken, or at least an 
imperfect compensation. With a mitral stenosis, we always have some 
insufficiency, and a high-grade stenosis is never perfectly compensated 
We have in both mitral lesions, practically the same clinical findings, i. e 
pulmonary passive congestion, evidenced by a_ bronchitis, oedema, ete 
passive congestion in the portal circuit evidenced by a large tender liver 
and ascites; and passive systemic venous congestion, evidenced by oedema 


of scrotum, legs, ete. 


Aortic lesions, when compensation fails, show the same symptom and 


signs of mitral lesions. With dilitation of the left ventricle, a_ relative 
mitra! leak may develop, or the symptoms of a broken compensation may 
develop without there being any relative valvular leak When we hay 
both aortic and mitral leaks present it is often difficult to say whether 
the mitral insufficiency is primary or is a relative lesion due to the dili 
tation. This is often impossible to determine since in cases due to arterio 
sclerosis of the aortic valve, the anterior cusp of the mitral valve is often 
affected. It is well to remember that an acute endocarditis almost neve 
causes an aortic leak alone, but that the mitral valve is also involved in 


the majority of cases 


Eticlogical Factor. Our pathology teaches us that there are two ii 
portant groups of cases of valvular disease In the one, where an acut 
endocarditis has occurred, the valve leaflets are thickened and retracts 
from sear contraction, and the chordae tendinae are thickened and short 
ened Frequently the cusps of the valve are adherent These changes 
occur on the free edges of the valves, the attached margin remaining 


unchanged 


In the other group, the valve changes depend yn othe primary ‘hanges 
in the aorta, and oceur by a process of extension from the aorta Hen 
the attached margin is thickened and often indeed caleareous. The valv 
segments become thickened and do not coapt pert tiy or the opening 
may he stenosed. Naturally, the aortic valve is most frequently involved 
in this hardening process, though the mitral may also be affected, owing 
to the fact that the anterior cusp amses from the aortic ring On 
other hand, the mitral valve is most frequently involved in the acute endo 
carditis process The cause of acute endocarditis is vers frequently acutl 
articular rheumatism, although of course, it may ve the result of seariet 
fever, measles, septicemia, pneumonia and other acute infectious diseases 
True, too, it is only too often that we are unable to elicit any ause [ol 
the trouble, and yet we have every evidence of the true nature of the 
malady. 

There are also many obscure infections with which we have to deal, 


the true nature of which we do not recognize until we notice a subsequen 
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development of a valvular lesion Many of these cases give a history of 
‘‘malaria’’ or some other acute disease that was nothing more nor less 
than an acute endocarditis that was not recognized. As stated above. 
atheromatous degeneration of the acrta seems ofttimes to extend to the 
aortic valve, thus causing valvular lesions. Every etiological factor favor- 
able to the development of arterio-sclerosis is, therefore, important in the 
production of valvular disease. These include syphilis, alcoholism, lead, 
advanced life, excessive physical labor, ete. There is today unimpeachable 
evidence of the influence of chronic nephritis upon the development of 
these lesions. 

It is of utmost importance to recognize these two groups of cases, 
for the prognosis is much different. In the primary sclerotic group the 
vessels of the heart itself are often involved with the production of endo 
carditis, angina pectoris, etc., and the patient may drop dead at anytime 
from an acute dilitation of the heart. Also, the lesion is more apt to be 
progressive. These cases occur as a rule, later in life, from forty years 
up, but do not forget that they may occur earlier. A tendency to an 
early sclerosis frequently runs in families, and. we get a history of father, 
grandfather, uncles, ete., dying at 40, 50, 60 odd years of apoplexy, 
‘‘dropsy,’’ angina pectoris or other manifestations of vascular mischief. 
In the group due to a primary acute endocarditis, the lesion is less apt to 
progress, the heart muscie is not so often involved and the condition oc 
curs more often early in life; as we know, many of these cases do re 
cover, or at least the pathological condition remains quiescent for a con- 
siderable length of time; however, some of them die while yet in their 
prime. 

Having made a diagnosis, not only of the lesion but also of its ex- 
tent, the degree of compensation and the cause of the lesion, the progno- 
sis of the individual case requires our attention, and right here we meet 
up with a large variety of opinions. Mitral insufficiency undoubtedly of- 
fers the best prognosis, and all in all aortic insufficiency the poorest. 
tlowever, it is possible to qualify the latter statement, because if we sep 
arate this group as to cause, we find that the cases due to a primary 
acute endocarditis offer almost as good a prognosis as dees mitral insuf- 
ficiency. Both aortic and mitral stenosis are more severe, and again we 
must separate the slight from the grave instances of mitral stenosis. Th 
milder cases of the latter where there are no pulse changes, but the pre 
dominating condition is the insufficiency that is always present, offer 
nearly as good a prognosis as mitral insufficiency alone. The severe cases 
on the other hand, offer almost as serious a prognosis as does aortic insuf 
ficiency due to arterio sclerosis. 

Let us arrange the lesions then in the following manner of increasing 


danger : 


1. Mitral insufficiency. 
2. Mitral stenosis of slight degree. 
3. Aortic insufficiency due to acute endocarditis. 
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+. Aortic stenosis. 
5. Mitral stenosis of a high grade. 
6. Aortic insufficiency due to primary chronic endocarditis. 

We have observed that many of the cases of aortic insufficiency show 
more or less mitral insufficiency, and that practically every case of mitral 
stenosis shows more or less insufficiency. In neither of these cases does 
the mitral leak affect the prognosis very much. There is frequently found 
a presystolic murmur just external to the apex in cases of combined aortic 
and mitral insufficiency, and we wonder whether this murmur indicates 
a mitra! stenosis. Frequently the only decision that can be arrived at is 
that if present, it is very slight. Where tricuspid insufficiency is diag- 
nosed together with a mitral, or aortic and mitral lesion, it would be hard 
to say whether this is a primary or a relative lesion, but with improve 
ment, if the tricuspid insufficiency disappears, we may diagnose a relative 
lesion positively, and we must remember that this is a very rare primary 
lesion and should almost never be diagnosed, particularly when compen 
sation is imperfect. However, when partial stasis is much more extensive 
than is general. systemic stasis, then we should suspect a primary tri 
cuspid lesion. This marked disproportion occurs chiefly in right lesions, 
whether due to valve disturbance or to passive lung congestion due to 
‘‘emphyvsema.’’ It also occurs in adherent pericardium. 

The extent of the lesion affects the prognosis directly, i. e., the more 
extensive the lesion, the poorer the prognosis. 

Uncompensated lesions offer a poorer prognosis, of eourse. than do 
compensated lesions. We cannot always say that a broken compensation 
savors of death. If it oceurs after very severe exertion, as dancing, the 
heart may once more regain its tone; while if the break occurs in the 
course of ordinary pursuits, the prognosis is of course grave. However, 
we sometimes have contradictory evidence to this rule. I well remember 
a case, following acute rheumatism, which we had watched develop mitral 
and aortic insufficiency. The patient was kept very quiet until his symp- 
toms improved. One day he walked out for a little exercise. He suddenly 
became faint and showed a rapid, irregular pulse, with some evidence of 
dilitation. He soon improved, however, and insisted on returning to his 
home, some miles away. He was instructed to remain quiet for several 
weeks before resuming his work, that of a coal miner. We saw him three 
months later, for a slight bronchitis. He said he had gone back to work 
two days after going home, and had worked hard every day. Evident! 
his experience of three months previous had been of a purely nervous 
character. 

Enough has been said as regards the effect of cause of the lesion on 
the prognosis. Before we can consistently close the subject of prognosis 
it is well to mention certain personal factors that have an undoubted in 
fluence on valvular lesions. The age of a patient, for example, will affect 
our prognosis. Adolescence and early adult life are the ages in which 
these lesions offer the most favorable prognosis. As age increases the 
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prognosis grows more grave. The young have a better general and cardiac 
tone, and the heart muscle has more reserve to draw on. This makes it 
entirely a question of heart muscle. On the other hand the development 
of puberty is apt to draw heavily on the reserve and may over balance 
a well compensated lesion. In adult life, men are more prone to grave 
valvular lesions, possibly owing to the greater exposure from their oceu- 
pations as well as their habits. 

Pregnancy and partuition are disturbing factors in women, but are, 
we often have reason to believe, less serious than some authors would 
have us believe. 

As a general rule the chances are better in those individuals of the 
better class, whose mode of life may be fixed by choice and not by neces 
sity. Family history, as has been mentioned in discussing the cause o 
the lesion, is of importance in prognosis. A family tendency to earl 
arterio sclerosis gives a relatively bad prognosis 

Certain associated couditions may be of great importance in the prog 
nosis. For instance, a pericarditis associated with an endocarditis doubly 
affects the prognosis. As you know, we have such a condition developing 
say from an acute articular rheumatism. We are very apt to have 
a myocardial affection, thereby greatly enhancing the embarrassment of 
the heart as a result; compensation is broken and death may oecur from 


heart failure within a few months of the original trouble 


Continued high arterial tension, from whatever cause, with or without 


sclerosis, is bad, in that the work of the heart is materially increased 


We see this in all forms of Brights disease, but especially in chronic in 
terstitia! nephritis. Emphysema is also an important factor, since it raises 
the pulmonary pressure, thereby embarrassing the right heart. There ar 


many other conditions productive of high blood pressure which directly 


or indirectly affeet the prognosis of valvular lesions 

Certain accidents must always be considered in rendering a prognosis 
in mitral stenosis, where the dilated auricle permits the formation of 
thrombi. emboli may be swept into the blood stream to be carried most 
often into the innominate and right carotid, finally lodging in the middle 
cerebral artery, producing hemiplegia or even death Sudden death may 
occur from acute dilitation of the heart 

In conclusion, permit the following summary : 


1. An accurate diagnosis must be made of the lesion, its extent, the 


condition of the heart as regard compensation, and the cause of th: 


lesion. 
2 The cause of the lesion, the age, sex, habits and family history of 
patient and the presence or absence of general and local disease are im 


portant in prognosis, chiefly from their effect on the heart muscle 


3. The condition of the heart muscle is the most important factor 


in the prognosis of valvular lesions. 
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FUNCTIONAL DISEASES OF THE HEART. 
By T. D. Renfrow, Billings, Okla. 


I suppose the reason that | chose this subject was because | did not 
know much about it, and, in studying the subject learn some things about 
the funetional diseases of the heart. 

In looking over the literature of this phase of heart trouble we found 
that the distinction between anatomical and functional diseases are not so 
clearly drawn as formerly. 

Anatomical diseases of the heart were formerly looked upon as the 
only serious cardiac affections while functional disturbances were not so 
considered, but now, even heart death from functional disturbances is 
considered possible. 

The failure of diastole in contrast to failure of systole in heart 
death leads one to consider heart death due to disorders of the nervous 
impulses to the heart. 

\natomical diseases of the heart may precede a functional disturbance 
and, on the other hand, a functional disease end in anatomical diseas« 

Persons most frequently affected with diseases of the heart muscle 
and vascular system are those who, in early life, were the victims of 
neurasthenia or hysteria. We, as physicians, advise our patients to forget 
their self-diagnosed heart trouble because we fail to find any alterations 
in the size and sounds of the heart Such advice gives little consolation 
to those who are the victims of some functional disturbance We often 
observe the effect that severe mental strain or intense emotion has on the 


heart of the poor unfortunate victims of the so-called ‘‘broken heart 


The principal divisions of functional heart disturbances are divided int 
the affections known as tachycardia, bradycardia, cardiac arythma, angina 
pectoris, pseudo angin, the digestive disturbances of the heart, the affections 
due to sexual organs, and irritable and weak heart While there are 
other classifications of functional heart diseases, | will only briefly con 


sider the ones mentioned. 


First, tachycardia, or fast heart, may occur in most all pathological 
processes of rapid heart, or polysystole, which increased rate is at the 
expense of the diastolic time in the cardiae cycle. The long pause is 
much shortened, but the shortened time between the systolic and dias 
tolic sound (or the short pause of the cardiac cycle) is not apparent. By 
embrycardia we understand, not only an increase in the heart rate, but 
also a modification of the heart sounds and spacing of silent phases. In 
embryecardia the systolic and diastolic sounds are identical in character 
and there is a shortening, not only of the long pause, but the short pause 


as well, the two having the same length 


The distinction between polysystole and embrycardia is very clearly 


brought out in instances of rapid heart rate as may be produced by pres 


( Read before the State Medical Association at Enid by T. F. Renfrow, Billings, Okla.) 
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sure neuritis of the vagus on which is grafted the phenomenon of paroxy- 
smal tachycardia. 

So long as the heart rate is maintained at 140 or 160 we are able to 
identify the phases of heart sound by their character and by the spacing 
of silent phases. 

If an attack of paroxysmal tachycardia should appear all this differ- 
entiation is effaced and we have the phonomenon of embrycardia. 


For the production of embrycardia we must have marked shortening 
of the refractory period of the systolic phases of the heart and shortening 
of the compensatory pause. Thus we see tachycardia with embrycardia 
exhibits phenomena which correspond to a prolonged series of extra systole. 

Paroxysmal tachycardia is clinically inseparable from embrycardia. 
The duration of the attacks last from a few minutes to months. The on 
set is sudden and terminates equally as sudden. The patient will often 
have a premonition of impending tachycardia by occasional extra systole 
or intermissions. The warning lasts for half a day or five minutes. There 
sense of numbness 


is a feeling of oppression over the precardial area. <A 
to the 


and weakness in the left arm, a feeling of sudden flow of bloed 
head, and a throbbing feeling over the heart, the onset and termination 
is sudden if the origin is in the medulla, but not so, if in the myocardium. 
When vagus pressure is the cause, the rapid heart rate is constant 
throughout the attack. 

The cause of spasmodic asthma in the child with tuberculous media- 
stinal glands may be regarded as a crisis of vagus disease. Cardiac crises 


in the course of vagus disease is a closely related conception. 


| remember a patient of mine whe in her usual health had a very 
nigh pulse rate, after having typhoid fever, during the convalescing period, 
got out on the vessel unassisted despite the warnings against exerting 


herself. The nurse in the adjoining room heard her getting out of bed 


and started to go to her assistance The patient succeeded in getting on 
the vessel. The nurse saw the patient’s head drop on her chest and life 


was ended prematurely and untimely. 


Bradyeardia occurs in from 4 to 17 per vent of patients. Some writers 


reports bradycardia as more common. The proportion of women to men 


all the way from 6 to 50 per cent. Bradycardia may result from reflex 
and direct stimulation of the vagus center from irritation of the vagus 
trunk or the heart itself. Bradycardia that will show increased heart rate 
after the admiistration of atropine the cause is external Bradycardia 
of myecardial origin is little affected with atropine. Bradycardia which 
accompanies acute infection may have two sources of origin, namely, myo 


carditis and infection vagus neuritis. 


Many of the most pronounced cases of bradycardia with a heart rate 
coronary arteries. 


block. Any 


of 16 to 18 a minute have occurred in diseases of the 
These are the conditions which are most favorable to heart 
which causes an increased intra-cranial pressure may cause brady 


process 
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eardia. Bradycardia may occur in melancholia, hysteria and neurasthenia 
and is sometimes found in syringomyelia combined systemic diseases of the 
chord and tabes dorsalis. Bradycardia may be caused from pressure on 
the chord from neoplasms, hemorrhage, or disease of the vertebra. Brady- 
cardia may occur in a number of intoxications, such as lead, digitalis, 
muscarine, picric acid, and pysostigmine. Nicotine in pharmaceutical! 
experiment is found to slow the heart rate, but we do not see this phase 
of nicotine poison in smokers as the patient does not consult his physician 
until the latter effects of rapid heart and arythma appear. In infectious 
diseases several ‘sources of bradycardia are to be considered: The in- 
fectious vagus neuritis myocarditis and toxines which affect the heart 
muscle. I lost a little patient from diphtheria toxine after the membrane 
had all disappeared. The heart had showed some weakness, but gave way 
suddenly with little warning. The diagnosis of bradycardia requires first 
to determine the relation of the arterial pulse to the number heart im- 
pulses and the number of centrifugal pulses in the veins 

To determine whether there is a genuine bradycardia, ineffectual 
heart beats or heart block, the procedure would be to look for evidence 
of disease of the brain or spinal cord, and any possible source of toxic 
infections or pressure of vagus neuritis, and finally we must consider the 


myocardia, and seek for possible sources of reflex stimuli. 
Cardiac arythma is so protein in character and origin and variations 


in prognostic significance there is no fixed plan for interpreting its mean 


ing. Any form of arythma must be considered in its pathological and 
etilogical relations before its real portent can be understood. Any dis- 


turbance of the heart rythm usually disturbs the patient, which is of an 
uncomfortable and sometimes terrifying nature. 

The physician’s diagnostic art is rarely more severely taxed than in 
explaining the cause and significance of some cases of arythma. It may 
be due to stimuli of many kinds from the meninges, cerebral cortex, base 
of the brain and cord. Arythma may be a symptom when there is irri 
tation in the vast region supplied by the throracic abdominal and hypo 
gastric sympathetic chain. And, finally, the heart itself or its direct nerve 
supply may be sources. 

The large range of possibilities brings the clinical study of arythma 
in touch with the whole known and speculative field of pathological phy- 
siology. 

Cardiac activity is the expression of co-ordinate excitation and inhi 
bition in nerve paths and nerve centers, and when we consider the close 
anatomical relation of excitory and inhibitory paths and the centers and 
equilibrium of the automatic center in the heart itself with the property 
of the auricle and ventricle to independently assume the rythm then 
we have some conception of the very intricate problem 

Myocarditis may increase or diminish the heart rate or cause it to 


be irregular. Pressure on the vagi from tuberculous disease of media stinal 
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glands may cause paroxysmal bradycardia or paroxysmal tachycardia 


Gaseous distention of the stomach may cause bradycardia, heart block, 
tachycardia, extra systole, genuine arythma, and a cycle of vagus irritation. 
These varying signs may appear in the same person at different times and 
in the same attack. 

The transition from tachycardia to bradycardia with heart block has 
been seen. We must also consider the psychic stimuli that contribute to 


the production of rythm. Nervous persons occupying themselves with a 


study of their pulse produce arythma. Arythma in the hysterical and hypo 
chendriacal persist constantly and for long periods of great mental or 
emotional distress Arythma may be paroxysmal just as rapid and slow 
heart assume the paroxysmal] character. Irritation of the vagus trunk 
may cause arythma. It may accompany mediastinal disease Toxic effects 
on the vagi and infections and inflammations of the sam: The use of 


digitalis and opiums in small doses, tea and coffee may cause same 
There are cases of long standing arythma which exist for years and 
aot cause any functional impairment of the heart’s work. 


It would be a valuable aid if we could distinguish the various forms 


of arythma in their pathological significance between genuine arythma 


heart block, and extra systole, in which the rythm is assumed by the 
auricle and those which are assumed by the ventricle. But there are 


difficulties in the way which have not yet been solved 

\ngina pectoris, a disease associated with general regional yasomotor 
erises and with nutritive and functional ischemia of the myocardium has 
received as many explanations as there are concomitant Symptoms accom 
panying the attacks. Angina 1s associated with impairment of the blood 
irritation of the myocardium. This can arise in several ways. First, 
isolated disease of the coronary arteries unassociated with the disease of 
the aortic valves or systemic arteries. Second, disease of the coronary 
arteres associated with the above named Third, partial or complete 
clusion of the lumen of the coronary arteries at their origin, on account 
of disease the aortic valves or the root of the aorta Fourth, vascular 
crises iu the coronary arterial distribution, due to vasomotor influence 
not associated with anatomical lesions of the arteries. In order for the 
myocardium to meet the sudden demands made upon its reserve energy 
requires great fluctuations in its blood supply. This supply can only be 
supplied by a varying vasomotor activity. Morover, the myocardium 


1 


shares with the gray matter of the central nervous system the highest 


degree of sensitiveness to an impaired supply ot oxygen Krom the above 
classification there is opportunity for widely differing pictures of angina 
The term true and false angina are unfortunate. The patient who has 
symptoms of angina from vascular crises suffers from as true angina as 
the patient whose angina is caused from sclerosis. The difference lies in 
the pathological anatomy of the two kinds of angina, but the physiologi 


cal pathology is the same In both cases we are dealing with myocardial 


ischemia. 
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Patients suffering from cardio-vascular disease with attacks of angina 
usually present several points of tenderness to pressure. 

The site of the spinal accessory as it turns over the sterno cleidomas 
toid muscle, the second and third ribs about one inch external to the left 


external border are most common sites of tenderness. 


The subjective pain of angina pectoris may have a very wide dis 
tribution. The lower edge of the sternum is usually the site of the most 
intense pain, but it may be over the precordial area to the left of the ster 
num or may extend to the side of the neck or third cefvical segment In 
the arm the area of pain is most common in the distribution of the eighth 
ervical and first, second and third dorsal segments. 

Kpigastric pain and vomiting are common in angina from myocardial 
infarets, but the gastric symptoms may be due to disease of the arterial 
supply to the stomach and not to the pains in the heart 

There has not been in the past sufficient appreciation of the role 
played by diseases of the abdominal aorta, its branches and arteries of 
the brain, and the accompanying vascular crises and functional and nu 
tritive ischemia arising therefrom. Pseudo angina is a term used to de 


f 4) 


scribe cardiac pain unassociated with pathological lesions of the myocardia, 
coronary arteries, or aorta. Circulatory disorders caused by disorders of 
digestiou are comparatively frequent. These patients are too often re 
garded as hypochrondriacs and neurasthenics, and that auto suggestion 
is the source of their trouble. They become m ntally de} ressed and this 
increases their digestive disturbance and finally such patients live in con 
Stant terror. 


} 


Irritable or weak heart. Up to the present time there exists no abso 
jute proor to my knowledge of acute passive dilitation and death from 
excessive muscular exercise, although there are excellent physiological 
and clinical reasons for believing they occur, there is a suspicion that a 
former infection, congenital defects or manner of living wet ontributory 
influences, although there is no doubt of the ability of a man to work a 
heart, which is impaired, to death. There is some doubt about a sound 
heart being worked to death. An athlete starts on a mile run, during 
t) 


more than in the second quarter, he has got his second wind This ex 


ie first quarter his heart beats violently and his dyspnea distresses him 


perience is due to the intervention of depressor nerve stimuli which intro 
duce vagus influences for the conservation of the heart and vasomotor 
relaxation to lighten the vascular resistance It is probably this vagus 
which causes the compensatory active dilitation in muscular exercise which 
has often been falsely interpreted as a passive dilitation and sign of the 
heart failing under the increased demand of physical exertion. The vagus 
is the diastolic and anabolic nerve of the heart and both influences are 
conservation measures under such circumstances. The heart is capabl 
of greatly increasing its capacity, without causing passive dilitation, and 
the anabolical effects of the vagus influences the metabolism of the heart 


inuscle in a favorable manner. The accelerator nerves are the catabolic 
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nerves of the heart. In paroxysmal tachycardia the heart really dimin- 
ishes in size early in the attack. If the attack is prolonged for several 
days we then see signs of passive dilitation appear. The heart increases 
in size and cyanosis, dyspnea pulmonary oedema, hepatic stasis, albumi 
nuria, oedema of the legs develop. The signs have been observed where 
death seemed imminent when suddenly the norma] rythm of the heart was 
restored and all signs of incompetence promptly disappeared. Such a 
series of events followed by instantaneous recovery would be impossible 
if the tachycardia, were merely a symptom of myocardial disease and not 
the primary affection. In such a case we are justified in saying that heart 
exhaustion is due purely to accelerator influences. 

Experiments show that the heart’s action depends upon the supply 
of oxygen and the removal of carbon dioxide. 

Mangus showed that the mammalian heart could be maintained in 
rythmic contractions for an hour after the removal from the body by 
simply conducting a current of oxygen through the coronary arteries with- 
out any nutrient material. Furthermore, he showed that the contractions 
could be maintained for a short time if the products of metabolism were 
carried away by conducting a current of hydrogen to the coronaries. If 
carbonic acid gas were introduced into the coronary circulation the heart’s 
activity promptly ceased. Precardial pain and rapid heart rate are two 
conspicuous symptoms in irritable heart. 

The effects of tea, coffee and caffeine on the mammalian heart has 
been interpreted in as many ways as there are students on the subject. 
When coffee is drank in moderation, it may be responsible for occasional 
cardiac intermissions, but it is very doubtful if this can be a direct effect. 
It is more probable a reflex effect on the heart due to digestive disturb 
ance. Tea and coffee certainly favor the production of paroxysmal tachy- 


eardia in patients who have such attacks secondarily to gaseous disten- 


sions of the stomach. 

Secondary to digestive defects are the modifications of blood distri- 
bution. Patients with gastro-intestinal dyspepsia and ptosis of stomach 
are troubled with cold hands and feet and have a radial pulse of small 
volume and low pressure. Some people become chilly after eating their 


meals. The circulatory disturbances associated with digestive disturbances 
are of a mild type. While with ulcer and cancer of the stomach, ob- 
struction of the bowels, peritonitis, ascites, and metearism, are never 


associated with such cardio vascular symptoms, which seems strange. 
Explanatory of the disparity, it has been suggested that grave diseases 
depress the reflex centers, whereas, the milder affections are associated 
with excitation. 
While there are several other subdivisions of the functional diseases 
of the heart I will conclude my subject with a slight consideration of the 
influence of the sexual organs on the heart. 


The pelvic organs and genitalia have a rich sympathetic nerve supply. 


From the inferior hypo-gastric plexus, which is a continuation of the solar 
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and aortic plexuses there is also a direct connection between the renal 
plexus and the ovaries. Vasomotor depression and accelerator impulses 
to the heart are common manifestations associated with irritation of the 
pelvic organs in both male and female. Cardiac palpitation with rapid 
pulse and slightly increased cardiac volume are described as results of 
excessive masturbation. Probably the cerebral cortex in such cases is as 
much a source of these symptoms as the sexual organs. Any factor which 
is so productive of painful mental experiences and introspection cannot be 
clearly differentiated as the sole cause of disturbance in the rate and 
rythm of the heart. The beginning and end of menstruation are often as- 
sociated with palpitation, rapid heart and sudden vasomotor oscillations 
hot flushes, palpitation, and rapid heart are symptoms most women ex 
pect at the menopause. The female insane have exacerbations of cerebral 


svmptoms at their menstrual periods. 


SURGERY OF THE HEART. 
Dr. R. M. Howard, Oklahoma City, Okla. 


Surgery of the heart is a subject comparatively recent Fifteen 
vears ago the heart had not been brought within the surgeon’s field, and 
wounds of the heart particularly were beyond surgical treatment. One 
author in 1895 described the treatment of wounds of the heart as follows: 
Lowering the head to prevent cerebral anemia, the administration of opium 
to relieve pain and to control inflammation, and the application of arti 
ficial warmth to the surface of the body. In 1896 Farina reported the first 
recorded case of suture of the heart wall for a penetrating wound, and, 
while his patient died on the fifth day from penumonia, the operation 
seems to have been successful as far as repair of the damaged heart was 
concerned. Operations on the pericardium, however, were done as early 
as a century ago and more. In the memoirs of Baron Larrey we read 
that that distinguished Frenchman aspirated the pericardial sac in 1798, 
and we see reference to this phase of heart surgery throughout the liter 
ature of the past century. But even this operation was not done exten 
sively until within the past few years. Wounds of the heart are not neces 
sarily fatal, as popular notion would indicate. Writers from the time of 
Pare down to our own time relate cases of persons living for a longer or 
shorter time after heart injury. G. Fisher in the middle of the last century 
compiled 452 cases of heart wounds and found that from 7 to 10 per cent 
recovered completely. Even rupture ef the heart, due to some pathologi- 
‘al condition, is not always immediately fatal, Mumford citing a case of 
this type that survived for nine days. Degeneration of the heart mausele, 
however, renders any attempt at repair futile in these cases. The major 
ity of persons receiving injury of the heart—even perforating wounds 
do not die directly from the injury but from the subsequent loss of blood 
combined with the emptying of the heart, the result of pressure of the 
extravasated blood on the large veins. It has been proven by statistics 


that a perforating wound will heal firmly if the results of bleeding are 
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avoided. A fibrous scar is formed, however, which may later lead to the 
formation of an aneurism and rupture. Practical surgery of the heart 
is confined at the present time to operations for heart wounds, operations 
on the pericardium and operations for adhesions between the heart and 
parietal pericardium, or chest wall. Paracentesis Auriculi has been sug 
gested, but until further experimental work has been done along this line 
we are not justified in attempting it. 

Heart wounds produce instant and alarming symptoms. Pain, hemor 
rhage—usually free, sometimes slight—palpitation, syncope and dyspnoea 
The symptoms depend on the location and extent of the injury. Death is 
instantaneous if the ventricle is torn widely, or the center for heari 
block is damaged, or if the auricles are injured. Fortunately the ventri 
cle is injured most commonly, the left more often than the right. The 


wall of the ventricle may be injured without perforation. This superficial 


wound may bleed profusely, thus confusing the diagnosis. <A _ perforating 
wound if small may bleed but little, owing to its being closed by the in 
terlocking of the heart muscle with every systole. An important com 
plication of these wounds may be coincident damage to the lung and 
pleura. The surgeon must take note of those victims of heart wounds 
who do not die immediately. ‘These are the cases where surgery is im 
portant. If a patient who has received an injury in the region of the 


heart is found suffering from great dyspnoea with cyanosis, or from col 


lapse and anaemia, and with a corresponding variation of the pulse, and 
if on examination hemorrhage into the pericardium, with or without hem 
mothorax, is discovered immediate exposure of the heart is clearly indi 
cated; first, with the object of opening the pericardium and emptying 
which is compressing the heart, and second, 


heart. This should be done under the best 


out the extravasated blood 
of suturing the wound in the 
aseptic technic attainable, and with the least possible damage to the 
surrounding structures. This treatment should be supplemented by proper 
stimulation—hot bottles, raising the foot of the 
morphine and atropine, the intravenous injection 
with adrenalin 1 to 50,000, and the application of the pneumatic suit of 


cases to give an 


hed. a hypodermic of 


of normal salt solution 


Crile, if it is available. It is rarely necessary in these 
anesthetic, but if one is used, ether only is permissible. This character of 


work, as well as all the work about the chest, should 
necessary here to go into the 


he done under dif 


ferential pressure if possible. It is hardly 
steps of the operation, as some ten or twelve methods have been advo- 
The method of Kocher is admirably described in ow 
The following procedure, however, is 


cated. latest text 


books and it is the one most used. 


common to all. With the patient in the Trendelenburg position cleanse 


thoroughly, enlarge the external wound and ascertain the con 


the skin 
found divided 


dition of the underlying cartilages and ribs. If they are 


advance through the opening thus provided. If they are intact, turn 
back a rib or several ribs—first, the sixth and up as needed. Seek and 


tampon any rent in the pleura; expose the pericardium and find the 


the pericardial wound emptying the 


wound in that membrane; enlarge 
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pericardium of blood and clots, and look for the wound in the heart 
Having found the wound suture it, using a round intestinal needle, with 
a continuous suture of cat gut or silk, being careful not to puncture the 
endocardium. Sponge out the pericardium and suture it, providing for the 
drainage. Suture any rent in the pleura and drain this area. The internal 
mammary vessels should always be inspected for any possible damage. 
Certain wounds of the heart offer brilliant opportunities for the surgeon 
Without operation 90 per cent die; with operation, 64 per cent and the 
mortality is falling. Gun shot wounds are more fatal than stab wounds, 
but even they may sometimes be repaired. 

Pericardial effusions, especially the simpler forms, may be dealt with 
by aspiration and incision. In such cases aspiration is comparatively 
easy and safe because the heart is crowded back into the depth of the 
pericardium. Aspiration is not safe, however, in cases of purulent effus- 
ion because the heart apex may be held forward by adhesions. The base 
of the ‘pericardium extends transversely across the roof of the ensiform 
process from a point three-fourths of an inch to the right of the sternum 
Lo a point three inches to the left of the sternum. Above, it reaches as 
high as the second rib; its posterior surface reaches as high as a line 


drawn through the middle of the manubrium sterni 


Paracentisis of the pericardium is indicated according to Curschman 


in eases of serous, sero fibrinous and hemorrhagic effusions. First, when 


the fluid is rapidly increasing and oppressing the heart and lungs, caus 
ing dyspnoea cyanosis and a small rapid puls {nd second, when ab 


; 


sorption does not take place, especially if there is concurrent disease of the 
heart and lungs, or the presence of fluid in the pleura. In selecting the 
site where we should puncture, which is only indicated where there is an 


extensive effusion, Curschman has shown that the choice is determined 


; 


by conditions quite different from those which fix the site when the heart 
itself is to be reached in cases of injury to that organ. The portion of 
the pericardium which is closest in contact with the thoracic wal] is to | 

avoided in performing paracentisis for when fluid accumulates in_ th 


pericardium it does so chiefly laterally and at the same time distends the 


pericardium outward, especially to the left and backward In this way 
the heart itself comes close to the chest wall Curschman, therefore, ad 


vises puncture in the mammary line in the fifth and sixth intercostal 
space. The needle. of course, traverses both layers of the pleura, al 
though the lung escapes as it is pushed aside in all extensive effusions 
which alone justify puncture. If puncture is made close to the sternum 
care must be exercised to avoid the internal mammary vessels, also direct 
injury to the heart. The use of the puneture in small effusions should 
be very much limited. 

When the effusion is sero fibrinous, or hemorrhagic in addition to 
causing pressure on the heart there is danger of pericardial adhesions 
These are best prevented by pericardiotomy. In suppurative pericarditis 


simple puncture is no longer regarded as adequate. Statistics show that 
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in nine cases of suppurative pericarditis treated by puncture all died. On 


the other hand, there’ were six recoveries in nineteen cases treated by in- 
cision without resection, and eight recoveries in fourteen cases treated by 
incision and resection. It has been shown by experiments with gelatin 
injections that in a sitting posture small effusions collect between the an- 
terior attachment of the diaphragm and toward the apex, so this is con- 
sidered the best place to secure suitable drainage. Resection of a rib and 
opening of the pericardium may be done under local anesthesia if neces- 
sary. There seems to be no reason why the flap operation used in ex 
posing the heart in injury cases should not be used in pericardial effus 


ions as it gives the best and safest exposure. 


As a result of injury or of the irritation of a pericarditis we may get 
more or less, sometimes extensive adhesions between the heart and parie 
tal pericardium or chest wail, with the resulting symptoms of pain, pal 
pitation, dyspnoea, cyanosis, congestion and ascites. For the relief of these 
symptoms the pericardium has been opened and the adhesions broken up. 
This operation is termed cardiolytis ; or the chest wall may be imohbilized 
by resection of ribs and the sternum, one or both. Simply cutting the 
costal cartilages may give relief. Delorme devised this type of operation 
originally for the relief of pleural adhesions and later applied it to the 
heart in these cases it is probably best to resect the periosteum to pre 
vent the formation of new bone. To prevent the formation of dense ad 
hesions between the heart and pericardium in suppurative pericarditis it 
is advisable to interfere at an early stage and wash out the coagulated 
fibrin. Normal salt solution is the best fluid to use for this purpose. 
Mumford in his latest book says: 


‘*In recent years the possibilities of heart surgery, or direct opera 
tion dealing with the heart, have been made to appear as important fu- 
ture possibilities. George W. Crile in 1903-4 published an extremely in- 
teresting series of experiments and operations on the heart showing that 
after apparent death in dogs and man, even when a half hour of suspend- 
ed animation has elapsed, the heart may be stimulated to resume its fune- 
tion by direct rhythmic pressure over the pericardium, or by sub-dia 
phragmatic massage—the abdomen being opened for the purpose—supple 
mented by artificial respiration and long-continued infusion of 1 to 50,000 
adrenelin solution. 

Harvey Cushing working in the Huntarian laboratory of Johns Hop 
kins University has demonstrated the possibility of producing artificial 
cardiac lesions by intraventricular incision of the cardiac valves with a 
resulting recovery from the operation except for the cardiac lesion. This 
extremely interesting work suggests the possibility of intra-cardiac manip 
ulation for the relief of valvular stenosis. 

Theoretic as these considerations may be, the work of such experi- 
menters has proved conclusively that the heart may be approached and 
handled with boldness. At the same time the practical experience of many 
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surgeons has shown the reasonableness and importance of operating upon 
the heart and pericardium for traumatic lesions of these structures. In 
all of this we are considering a strikingly interesting and little explored 
field of surgery.’’ 


ARTERIO SCLEROSIS WITH SPECIAL REFERENCE TO SYMPTOMS 
AND PHYSICAL SIGNS. 
By L. J. Moorman, M. D., Oklahoma City. 


In 1911 Hertz sent out question blanks to physicians in Austria, ask- 
ing an opinion regarding the factors involved in the production of arterio 
sclerosis. He received 822 answers and less than one-fourth of them 
agreed upon any one influence as the main factor. Among the 822 opin- 
ions, eleven different influences were suggested as the chief cause. 


W. S. Thayer says, ‘‘Great as is the importance of arterial changes 
in relation to many of the ills to which flesh is heir and numerous as 
have been the anatomical clinical and experimental researches concerning 
this subject, it must be acknowledged that there is much yet to be learned 
with regard to the etiology, the manner of development, the nature of the 
changes in the different parts of the arterial tree, their relation to varia- 
tions in blood pressure and to viscera] disease, as well as concerning the 
relations of peripheral to central changes; and there are still wide dif- 
ferences of opinion as to the interpretation of some of the observations 
which have been made.’’ 

Quoting Osler, ‘‘Discussion is still active on the finer changes in the 
small vessels in arterio sclerosis. The controversies of the seventies, 
started by George Johnson, Gull and Sutton, Dickenson and others still 
rage. Where does the process begin? Is there a true hypertrophy of the 
musele fibers? What is the relation of high tension to the sclerosis? 
Which comes first? Is the primary mischief caused by the action of a 
toxine in the finer tissues of the capillaries and arteries? Or do these ir- 
ritating substances cause spasm of the smaller vessels and so raise the 
tension? What is the relation of the involuntary changes in the vessels 
in old age to those met with in younger persons? May not increased vis- 
cosity of the blood play an important role in causing high tension and 
arterial strain? We cannot say that any of these problems are finally 
settled, and the whole question is in the melting pot again in consequence 
of the remarkable studies on exeprimental arterio sclerosis. We lack 
definite knowledge of the finer changes in the capillaries, which are prob 
ably always involved, and through which, after all, the essential processes 
of the circulation are carried on.”’ 

it is unfortunate that so little is definitely known about a disease 
so common and so relentless in its toll of human life. Elsner says, ‘‘ Ar- 
terial changes furnish the fundamental morbid processes in the largest 
number of deaths after forty.’’ Osler has aptly expressed in the following 
words a truth conceded by all, ‘*The tragedies of life are largely arterial.’’ 
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Without further reference to these questions still under controversy, 
we pass to the consideration of symptoms and physical signs. Arterio- 
sclerosis may disturb the function of an organ: 

Ist. By reducing its capacity for work through limitation of its blood 
supply. 

2nd. By necrosis or gangrene through obliteration of vessels where 
collateral circulation is impossible. 

3rd. By vascular spasm, through increased irritability of the smaller 
vessels. 

When the term arterio-sclerosis is employed, no doubt most of us think 
of a rather corpulent man about fifty-five who has led an active business 
life, whose exercise consists of his daily trips to and from his office and 
these perhaps in an automobile or street car with the daily paper in hand; 
a man who has eaten three hearty meals a day, whose amusements have 
been confined to social intercourse with friends of like tendencies. At 
this age he is heginning to experience unpleasant sensations, such as unu 
sual shortness of breath when he runs for his ear, a dizzy sensation when 
he stoops to lace his shoe; he may notice some palpitation and an uneasy 
feeling about the heart and at the end of the day he may notice some 
swelling of the ankles. Upon examination, the heart shows slight enlarge 
ment, the apex impulse increased and displaced to the left, the pulse is 
not easily compressed, the radial may be palpated after the pulse is 
obliterated, the first sound of the heart is prolonged, the second aortic 
sound is accentuated. The urine may or may not show evidence of kidney 
change. However, it must not be forgotten that practically the same con- 
ditions may be found in a man who has led a very temperate life and 
whose business has been seasoned with healthy recreation The same 
objective signs may be discovered by accident in an individual who has 
suffered no inconvenience or discomfort. In the study of arterio-sclerosis, 
one must ever keep in mind its varied manifestations, its wide range of 
severity, and its possible occurrence in all classes, from infaney to old age. 

Thayer has warned us against the tendency to attribute obscure 
symptoms to arterio-sclerosis merely because of the presence of palpable 
radials and tortuous temporals. Here, also, it is well to remark, that the 
absence of demonstrable peripheral arterio-sclerosis does not preclude the 
possibility of advanced sclerosis of deeper vessels. Under special man 
ifestations we may cousider the following: 

ist. Nervous system. 
2nd. Cardiac. 

jrd. Renal. 

4th. Abdominal. 
Sth. Peripheral. 
6th. Pulmonary. 
7th. Uterine. 


Ist. Nervous system. The individual suffering from arteriosclerosis may 


early present a train of symptoms corresponding to neurasthenia. Headache 
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may be an early symptom, usually associated with high tension and re 
lieved if the tension is reduced. Vertigo is a common symptom and may 
be excited by exertion or by certain positions of the body. There may be 
hemiplegia, monoplegia, paraplegia and aphasia, all disappearing in a 
short time if due to vascular spasm or persisting if due to rupture of the 
vessel. The greatest danger is from rupture of cerebral vessels 
with resulting apoplexy or the gradual occlusion of cerebral] arteries with 
necrosis and softening of brain cells and progressive failure of mental 
powers leading to dementia. Cases of arterio-sclerosis, involving the ves 
sels of the spinal cord have been reported with progressive paraplegia, 
incontinance of urine and feces, loss of knee jerk, ete. Epileptiform con 
vulsions may occur. Such convulsions developing after middle life should 
always cause one to suspect arterio-sclerosis. True epilepsy usually devel 
ops in early life. 

2nd. Cardiac. Valvular and myocardial lesions may result from arterio 
sclerosis. Many cases of aortic insufficiency are directly due to sclerotix 
changes in aorta and valves. The same process may cause incompetency 
of the mitral valves. The coronary vessels often show advanced sclerosis 
with narrowed iumen, limiting the blood supply to the myocardium. The 
heart muscle, already hypertrophied on account of peripheral resistance, 
begins to show weakness with degeneration. ‘eak in compensation 
with ali the sypmtoms ch accompany dilitation may follow any in 
creased demand upon the weakened heart muscle. Branches of the coron 
aries may be obliterated by endarteritis or by blocking with embolus, 
or sudden narrowing may be caused by vascular spasm All these latter 
conditions may give rise to distressing attacks of angina pectoris, often 
proving fatal. If the sclerotic process should involve, either directly or 
indirectly, the auriculo-ventricular bundle we may have irregularities or 
even the Stokes-Adams syndrome 

Srd. Renal. The urine may be increased in quantity with low speeifi 
ft 


en 


gravity, albumen absent or in small amount with hyalin casts and o 
red blood cells, the small contracted kidney, or it may be normal in quan 
tity with normal or high specific gravity and no albumen. Later albumen 


may be abundant with numerous casts—arteriosclerotic kidney 


4th. Abdominal. Some one has said, ‘‘Happy is he whose splanchnies 

are normal and are offering no resistance to the circulation.’’ It is believed 

that arteriosclerosis of these vessels almost invariably causes high tension 

There may be a sense of weight or oppression in the epigastrium. Gas 
f 


tric ulcer may be simulated and differentiated only after careful study and 


continued observation. This eondition of the splanchnics may be marked 


by recurrent attacks of abdominal pain with or without vomiting. These 


attacks, supposedly due to vascular spasm, may be mistaken for hepatic 
colic or other abdominal pains. 
5th. Peripheral. It is not uncommon to see, as a result of endarte 


ritis obliterous, dry gangrene of a toe or finger or even the whole foot or 


hand. This gradual cutting off of blood supply is not, as a rule, painful 
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One of the most frequent results of arterio-sclerosis of the extremities is 
the condition known as intermittent claudication. A cramping pain with 
loss of power brought about by the inability of stiffened and narrowed 
arteries to meet the demands of an active muscle. Rest promptly restores 


function and comfort. The inspection and palpation of peripheral ves- 
sels, together with the opthalmoscopic examination and the estimation of 
blood pressure furnish much valuable information. 

6th. Pulmonary. The pulmonary artery may participate in a general 
arteriosclerosis with physical signs of involvment of the main trunk of the 
artery and enlargement of the right heart. There is early cyanosis with 
out marked dyspnoea or edema. Repeated hemorrhages from the lungs 
may occur. 

7th. Uterine. Arteriosclerosis of the uterus seems to predispose to 
aterine hemorrhage. This may manifest itself as menorrhagia or metor 
rhagia. ‘There is a difference of opinion as to the direct cause of this ex- 
cessive bleeding, but in all probability it is due to improper muscular con 
traction resulting from imperfect blood supply. 


DISCUSSION. 
Dr. White: 

A symposium on these subjects necessarily cannot cover the subject 
in detail, and yet it seems to me that these papers, so far as their titles 
are concerned have done well. The paper of Dr. Howard interested me 
very much. Being a little out of my line, and having had no work at all 
as to the surgery of the heart I do not feel competent to discuss it. 


The paper of Dr. Moorman was of special interest and appears to me 
as being a most excellent one. He lays special stress on the early harden- 
ing of the arteries. I think we overlook that. We look for the change in 
the kidney first thing and often we find that before the arteries manifest 
any special change, but many times find the hardening of the arteries giv- 
ing rise to. disturbances of the liver and stomach and so on. I do not 
like to consider arteriosclerosis as a disease. It is a part of the expected 
change of nature. We have a case on record of a man that lived one 
hundred and fifty-two years and died with no evidence of arteriosclerosis, 
but that fact does not change the thing at all to my mind. It is a ques- 
tion of how long a man lives whether he will develop arteriosclerosis, and 
to figure it as a disease I do not think is right. I think the same thing 
might be applied to the paper as to title, ‘‘functional diseases of the 
heart.’’ The proposition is that I question almost whether we have fune- 
tional diseases of the heart. As to diseases, I do not believe they exist 
per se in the heart. A disease in some other part of the body will change 
the action of the heart, but it is a manifestation of the other trouble; or 
trouble elsewhere. 


Dr. A. P. Presson, Kingfisher: 


One state of heart lesion has been brought to my attention within 
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the last year. I was in consultation with another doctor and did not 
find anything except a bare murmur and the symptoms of uncompensated 
mitral sclerosis. They sent for me one night, saying he was having one 
of his conditions of spasmodic trouble. I put my ear to the chest and 
listened and | heard this: * * * * * With this clue we found what we did 
not know before. The man died some weeks afterwards. I had one 
case of nitral uncompensated. The patient went to California about a year 
ago. | did not think he would live to get there. He weighed at the 
time he left two hundred and seventy pounds. He went to Long Beach, 
California, without any change of treatment that I could see and in less 
than three months time he lost ninety pounds, and is living there today 
in reasonable comfort. The only thing that made the change was the 
going from this climate to that one, and | think he will live for several 
years, and he could not have lived through the summer if he had stayed 


here. 


Dr. L. A. Riley, Oklahoma City: 

This symposium on diseases of the heart and blood vessels is to my 
notion a very excellent way of getting at these subjects, from the medical 
side as well as the surgical side. The question of arteriosclerosis in con 
nection with diseases of the heart is one that is consuming more study at 
the present time than it ever has before. I suppose no cause is more dis- 
cussed or sought for than the cause of the early prevalence of it, by the 


most accurate diagnosis under the most accurate mechanical devices 


Arteriosclerosis may be either general or local. Localized arterio 
sclerosis may occur in any particular part of the anatomy. It may even 
be in the capillaries; they occasion more resistance than the larger ves 
sels. If one can go past the capillaries into the veins, venous sclerosis 
is something we know but little about at the present time, but I think 
it will be developed in the future. It has been generally considered that 
arteriosclerosis is caused by high blood pressure. That is not necessarily 
the case | do not believe the etiology of arteriosclerosis has been very 
fully emphasized yet, but | believe there must be a primary condition of 
the arteries which we inherit which makes them more susceptible to become 
in this condition in some people more than in others, which in some 


eases makes the arteriosclerosis occur in young people. Of course, we 


expect any man living long enough will have arteriosclerosis, but those 


developing in early life must have inherited a deficient condition of the 
arterial walls, which are more easily irritated by intoxicants, such as 
alcohol, or typhoid fever or pneumonia or any condition that places an 
irritative condition on arterial walls. I think the subject of arterio- 
sclerosis is in its infancy now and the high tension under which people 


are living now may make it more prevalent, and again it may not. 
The Chairman: 
if there is no further discussion we will call on Dr. Williams. If 


there is no further discussion by the doctor we will call on Dr. Renfrow 
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Dr. Williams: 
| came im late, and if there was any discussion on my paper I did not 


hear it. If there was, | thank you for it. 
The Chairman: Dr. Howard? 


Dr. Howard: I want to thank the society for receiving my paper 
and listening to it as nicely as they did. 

The Chairman: Dr. Moorman? 

Dr. Moorman: | just came in and heard only the discussion of Dr. 
Riley. Il want to thank the society for the opportunity to read the paper 
and want to state that the symptoms and signs which | tried to bring out 
and emphasize are those which you get in well-developed cases of arterio 
sclerosis. | think we should be on the alert for the beginning of arterio 
sclerosis and especially for those cases of high tension where it is impos- 
sible to put your finger on the cause at the time, and by studying those 
cases we may find something in the daily habits of the individual which 
may be corrected or some condition which if watched we may be able to 


stay for a time, at least, the ravages that usually follow. I thank you 
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EDITORIAL 


A CONTRAST IN MEDICAL PUBLICATIONS. 


Last month we had the pleasure of calling attention to the 








high ClLUSS 


of the Journal of the Southern Medical Association and its advertising 
pages. 

We regret to have to note a contrast on analyzing a journal familiar 
to many Oklahoma readers. The Medical Herald, the official organ otf 
the Medical Association of the Southwest, has long been an object ol 
comment for its laxness in the acceptance of questionable advertising 
That this laxness will eventually build up a defense for inferior products 
and render the physician users of them callous along ethical lines, is evi 
dent from the tenor of editorials in this publication 

The August issue of the Journal contains a criticism of the Carnegie 
foundation and the A. M. A. in their efforts to improve. the condition ol 
our medical colleges. 

The writer of this editorial, Dr. T. D. Crothers of Hartford, Conn., a 
contributing editor, bemoans the fact that the medical colleges of the 
United States have been reduced to 117; that it is proposed to make a 
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reduction of 25 more. Dr. Crothers objects to reports of inefficiency of 
medical institutions, but suggests no remedy. 

In the September issue of his Journal, he objects to the method of 
publication of papers in the Journal of the A. M. A., and intimates that 
there is a trust or combination for the purpose of limiting the output of 
that Journal to those who are popular with the section officers. 

It is a notorious fact that preachers often overlook their greatest field 
of activity in their own immediate circle. That reformers overlook in 
their own neighborhood a fertile field for work, and in this connection 
we have only to call attention of this able man to his own medical publi 
cation and incidentally, we desire also to call the attention of the Okla 
homa readers tc the advertising columns of this journal and have to sug 
gest that they use their influence to reform its advertising pages. 

The August issue contains the advertisements of 64 drugs or com 
pounds; of the 64, 55 have either not been accepted by the Council on 
Pharmacy and Chemistry of the A. M. A., have been thoroughly tested 
and failed, or found wanting in various degrees. 

Among the oldest offenders, we find Anasarcin, Cactina Pellets, Hay 
den’s Viburnum Compound, Triacol, Farwell & Rhines Gluten Flour, 
Pepto-Mangan, Gude, Nephritin, Sinkina and many others 

Dr. Crothers is an Alienist and Neurologist, we understand, of some 
note; we wonder how much ‘‘Neurilla’’ manufactured by the Dad Chem 
ical Company of New York, he uses in his practice? How much ‘‘ Neuro 
sine” he orders dosed out in his Hartford hospital? An inspection of the 
udvertising pages of this journal with which he is connevted will convince 
anyone that it is a most notorious offender against ethics in carrying 
these advertisements to the medical profession existing today in this 
‘ountry. We note advertisement of compounds that were guilty of various 
shortcomings more than ten years ago, and that have not improved in 
that time. A great many of the 55 undesirable compounds have been 
criticised either by direct report of the Couneil or editorially in the Jour 
nal of the A. M. A. more than once. Most of them are known to be rank 
frauds, others claimers of virtues that never existed, the remainder just 
indifferent products. 

Just as long as the unthinking physician supports these medical pub 
lications by subscribing for them, or using the products advertised in 
them, he will continue to do himself an injustice, and ofttimes a severe 
one. 

We prayerfully commend the advertising pages of the Medical Her 
aid to Dr. Crothers and suggest that there his explosive activity will 


find something worth working on. 


ACTION OF TUBERCULOSIS. 
The National Association for the study and prevention of tuberculosis 
have issued a statement of the activity for various State Legislatures 


with reference to the prevention and treatment of tuberculosis 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


The statement shows that forty-one State Legislatures enacted laws 
dealing with tuberculosis, thirty-four states considered the prevention of 
the disease. During the year 1913, more than five million dollars was set 
aside on account of the prevention of tuberculosis, most of which was for 
the maintenance of state institutions. 

There are at this time thirty-nine state institutions in_ thirty-one 
states. The appropriations on this account by Congress will reach one 
million dollars, this going to the maintenance of hospitals of the United 
States Public Health Service, the Army and Navy and the tubereular hos 
pital of the District of Columbia. 

Colorado passed an act requiring registration of tubercular cases 
Minnesota and Wisconsin acts, subsidizing local hospitals Indiana, creat 
ing county hospitals, while Ohio and California established bureaus for 


the prevention of tuberculosis. 


DOING SURGERY WITH A THERAPEUTIC LAMP. 
We have about decided that criticism of Osteopaths, (Christian Seen 
tists and Faith Healers is all out of place in medical journals until wi 


have placed some of our own writers where they belong 


Every well balanced physician knows that certain conditions are 
surgical and practically amenable to surgery only. The fact that a rup 


tured gall-bladder or appendicitis breaks its way into the intestine and 
drains the patient to good health should not lead a physician to expect 
them all to do it The subsidence of an inflammatory condition, whi 

usually requires surgical relief, does not justity us to trust that rare 


occurrence to happen 


A writer in the ‘*‘Hahemannian Monthly’’ for July, 1913 ileets and 
publishes with great gravity the number of cures of surgical conditions 
with the therapeutic lamp. Case after case of appendicitis is reported as 


cured and he concludes that the majority of cases of appendicitis, where 
there is no foreign substance or pus has not formed, can be cured with a 


therapeutic lamp. Just how many he would kill, he does not estimat 


The writer flutes up and down the field of infection from appendicitis 


abscessed teeth, through blood poisoning, erysipelas and various others, 
down to septicaemia and treats them all with his lamp (>t ours not 


so many will accept this doctrine with any seriousness, but it might fall 
occasionally on fertile soil and do the patient and the physician great harm 

We believe that a bag of ice placed ver the ppendix by the Chris 
tian Scientist will be found more efficacious than the use of this lamp. in 
such cases by a physician, and neither of them are te be considered as 
having much ultimate effect on the condition which is to be relieved pro] 


erly by operation only, as a general rule 
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PERSONAL AND GENERAL NEWS 








Press reports state that Dr. W. C. Graves of McAlester recently suf 
fered from a stroke of paralysis 

Dr. Claude Chambers of (Claremore has been appointed physician in 
the Indian Medical Service. He is stationed at Tahatchie, N. M. 


Dr. 8. N. Mayberry of Enid spent August at the Mayo Clinie 


Dr. F. B. Fite, Muskogee, attended the International Hygienic Con 


ference in Buffalo as a delegate from Oklahoma. 


Dr. J. W. Hoover of Sapulpa and Mrs. K. Lyford were married in 


Kansas Lit) September LOth. 


Dr. Joseph E. Brookshire of Nowata and Miss Anna C. Steward were 
married in Colorado Springs August 23rd. They will make their future 
home in Nowata. 


Dr. Leigh F. Watson of Oklahoma City and Miss Dora Lowe Watson 


were married September 15th at Fairmount, West Virginia. They will be 


at home in Oklahoma City after October first 

McIntosh County Medical Society met in Checotah September 9th. 
The Society pre sented a cilnlic OL SIX ases Ol pellagra Dr J + Watkins 
read a paper on Pellagra which was discussed at length The visiting 
physicians were Drs White, Montgomery, Newton and Thompson of Mus- 
T 


kogee. The Society entertained the visitors with a dinner at the Gentry 


Hotel. 
Dr. Geo. A. Nieman of Ponca ( ity and Miss Grace Taliaferro of Atchi 


son, Kansas, were recently married 


NORTHEAST OKLAHOMA MEDICAL SOCIETY PROGRAM 
Bartlesville, Tuesday, October 14, 1913. 


Vaccines in Surgery, ©. M. Ament, Sapulpa 

Incontinence in the Female Prognosis and Treatment, G. A. Wall, Okla 
homa City 

One Thousand Cases of Labor, P. H. Mayginnis, Tulsa 


Retrospect of Sixteen Hundred Labor Cases, J. Donohoo, Afton 


(‘are ot the Eve im the Newly porn, W A Cook, Tulsa 
intratracheal Anesthesia—Demonstration on Dog, B. W. Freer, Nowata 
Phvlacogenin Rheumatism, C. W. Beson, Claremore 


Bronchial Asthma and Its Treatment, R. A. Douglas, Collinsville 
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NEW BOOKS 





SURGICAL CLINICS OF JOHN B. MURPHY, M. D. 
Volume Ii, Number IV. (August, 1913.) 


The Surgical Clinics of John B. Murphy, M. D., at Mercy Hospital, Chicago, Vol- 
ume Il, Number I\ (August, 1913.) Octavo of 206 pages, 49 illustrations. Philadel 


phia and London W. B. Saunders Company, 1913. Published Bi-Monthly Price 
per year Paper, $8; Cloth, $12 
This number of Murphy's Clinics is believed extremely interesting Notwith 


standing the fact that there is a great deal of repetition in his article on ‘Vaccine 
and Serum Theraphy” it is interesting and instructive Wthout going into labatory 


detail it gives one a clear and concise idea of these preparatons and methods of 
admnistration. 


The skiagraph showing the blood supply of various joints is a work of art and 
commendable In his lecture on the care of patients after spinal injuries he empha 
sizes the trophic disturbances which accompany lesion of this character and admon 
ishes the attending physician to refrain from the use of the civtheter due to the fact 
that cystitis and possibly more serious complications invariably follow such action 
The reported joint cases are similar to many he has described in prevous numbers 


but his dealing with the bone cyst of the radius is rather unique and a point which 


should prove of great value to the general practitioner or surgeon who has not that 
advantage of the large amount of hospital work enjoyed by surgeons in the large! 
cities. 


MARRIAGE AND GENETICS. 


Laws of Human Breeding and Applied Eugenics By Charles A. L. Reed, M. D 
Cc. 8. pp. 182 (5 1-4x7 1-4.) Price, including Postage $1 Subscription only 


k 2 
The Galton Press, Publishers, Cincinnati, Ohio 


This is a stirring, practical and comprehensive appeal to the human race to im 


prove itself by proper breeding It is an appeal by one of the well known and able 
men of the profe ssion to his fellows to interest themselves in proper marriage and 
genetics An appeal to interdict the marriage of the syphilitic, gonorrhoeic, tubercu 


lous, epileptic and other reducers of the high standard of mankind 





It is full of scientific facts relative to mis-mating and the quotations of author 
ties on such subjects are numerous and convincing 
When mankind thinks of these things they vise emedies he isk we 
t , t S ni ind awake 





have to accomplish is to point out to them the 
them to a realization of their responsibilities 

The author, his book and the subject need no introduction to many of the pro 
fession, but to others they do It is sufficient to say that every true physician 
should read this book and co-operate with teachers ministers and humanitarians 


generally in a wide propaganda of the subject 


Malaria, Etiology, Pathology, Diagnosis, Prophylaxis and Treatment. Ry Gra 
ham E. Henson, M. D., Member of the American Medical Association, Florida Medi 


cal Association, Southern Medica! Association American Society of Tropical Med 
cine, Medical Reserve Corps, United States Army (Non-Active List) with introduction 
by Charles C. B. Bass, M DD Professor of Experimental Medicine Medical Depart 
ment Tulane University New Orleans Illustrated, Cloth Io) pages, price $2.50, { 


V. Mosby Company, St. Louis 


This is an able monograph on the subject of alaria in its many phases Asid: 
from the careful handling of the questions of etiology, pathology prophylaxis and 
symptomatology the book is especially valuable in its suggestions as to treatment 


Those who have had experience in the treatment of obstinate malarial infections 
will readily agree with the author in his suggestions as to the hypodermatic use of 
, 


quinine salts as being the mode of superiority especially in intractable and perni 
cious types 























JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 227 


The Propaganda for Reform in Property Medicines, from the press of the Amer 
ican Medical Association, Chicago, Ill. Paper, 277 pages, price 15 cents. Cloth 25« 

This little volume is the result of the recent activity of the Council on Pharmacy 
and Chemistry of the A. M. A. and is the 7th edition of a similar work We note 
that especial attention is given to the claims of the exploiters of Cactina, Cactus 
and Cactus Grandiflorus and to our friendly old fraud Tongaline and its varied 
family of substitute frauds 

Write for a copy of this little work if you have not seen it and have not here 
tofore been interested in that branch of medicine and have your eyes opened to 
many of the little rascally tricks going on around you in the interests of the patent 
medicine fakirs 


Medical and Surgical Reports of the Protestant Episcopal Church in Philadel! 
phia, Volume 1 edited by Astley P. C. Ashhurst, M. D. Cloth 406 pages finely il 
lustrated. 

This volume is rich in the statistical matter of large hospital experience and 
work and in addition contains many special articles by the hospital staff among 
which may be noted one on fractures of the forearm, the radius and allied frac 
tures and dislocations. An article of great detail dealing with the Rational Treatment 
of Tetanus which is most exhaustive and thorough 

The original matter in this book is good but it will probably be considered that 
it would have been better for the profession had it been entitled The Clinics of 
The Episcopal Hospital in Philadelphia with an elimination of all statistical matter 
as to number of cases treated, etc This would, of course, no longer make it a 
report in the true sense, but it would have eliminated considerable matter for 
which the busy physician does not care. 


C. V. Mosby Company, St. Louis, have recently issued a very omplete cata 
logue of the medical works issued from their press and other medical publications 
for which they are agents. 

The edition is handsomely gotten up containing a very interesting color plate 
from the new second edition of Tuley’s book on the Diseases of Children The 
catalogue will be sent free of charge to those physicians requesting it 


BIOLOGICAL PRODUCTS AND HOW TO USE THEM. 
Journal of Oklahoma State Medical Association, 
Muskogee, Oklahoma. 
Gentlemen 
We shall be pleased to send on request to any of your readers, without cost, a 


copy of the booklet en losed on Biological Products and How to Use them \ 
notice if this fact in your September issue will be very much appreciated 


. 


Very truly yours, 


ABBOTT ALKALOIDAL 





THE COMPANY 
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President—J. M. Byrum, Shawnee. 
First Vice President—J. T. Slover, Sulphur. 
Second Vice President—D. Long, Dunean. 
Third Vice President—J. H. Barnes, Enid. 
Secretary—Claude A. Thompson, Muskogee. 
Delegates to A. M. A.-— 
J. Hutchings White, Muskogee, 1913-14 
W. E. Wright, Tulsa, 1914-15. 


CHAIRMEN OF SCIENTIFIC SECTIONS. 
Surgery—Horace Reed, Oklahoma City. 
Pediatrics—E. Forrest Hayden, Tulsa. 
Lye, Ear, Nose and Throat—-W. A. Cook, Tulsa. 
General Medicine, Mental and Nervous Diseases 


Gynecology and Obstetrics—D. L. Garrett, Altus. 


LEGISLATIVE COMMITTEE. 
J. Q. Newell, Oklahoma City, 1913-14. 
C. R. Day, Security Building, Oklahoma City, 1913 


John W. Duke, Guthrie, Oklahoma, 1913-14-15. 


NECROLOGY COMMITTEE. 
J. B. Smith, Durant, for three years, 1912-13-14. 
A. D. Young, Oklahoma City, for two years, 1912-13 


Geo. A. Boyle, Enid, for one year, 1912. 


STATE BOARD OF MEDICAL EXAMINERS. 

President—Francis B. Fite, Muskogee. 

Vice President—E. Ellis Sawyer, Durant. 

Secretary—John W. Duke, Guthrie. 

Frank Englehart, Oklahoma City; LeRoy Long, McAlester; Phillip F 
Ilexod, Alva; W. LeRoy Bonnell, Chickasha; James O. Wharton, Duncan, 
Melvin Gray, Chickasha. 

Next meeting Muskogee, Oct. 14-16, 1913 


Address all communications to the Secretary, Dr. J. W. Duke. 














Phone 315 10 to 12 A. M. and 2 to 4 P. M. 


ROBERT L. HULL, A. B., M. D. 
Orthopedic Surgeon 
Practice Limited to Diseases of Bones and Joints, Malformations, 
Deformities and Skiagraphy 


Office hours: 


432-33-34 American National Bank Bldg. Oklahoma City, Oklahoma. 
DR. JOHN W. DUKE 
Nervous and Menta! Diseases. 
Sanitarium 310 North Broad. Guthrie, Okla 


Office—Central and Prospect Avenues. 
Office Phone 1941, Residence Phone 863 


DR. JOHN FEWKES 


Hot Springs, Arkansas. 
Ethical Attention to Referred Cases. 

















DOCTOR 


OU WILL PROTECT your own interests 
and the interests of your friends by 
patronizing the advertisers of The Journal. 
An effort is made at all times to keep from 
the columns of this Journal questionable ad- 
vertising. You may safely rely on the goods, 
compounds and other materials found 
among its pages. 









































Office Phone 619 
OR. E. S. LAIN 


Practice Limited To 
Skin, X-Ray and Electro-Theraphy 


Suite 707 State National Bank Building Oklahoma City, Okla. 


M. M. ROLAND, M. D. 
Practice Limited to Dermatology, Radiology and Electro-Therapeutics 


811 Barnes Building Muskogee, Oklahoma 


OKLAHOMA PASTEUR INSTITUTE 
Oklahoma City, Okla. 


For The 
Preventive Treatment of Hydrophobia 


S. L. MORGAN, Director. 
411 West Reno Avenue. L. D. "Phone 3311 


DR. ANTONIO D. YOUNG 
Diseases of the Mind and Nervous System 


State National Bank Oklahoma City, Okla 


DR. D. D. McHENRY 
Practice Limited To Disease Of 
Eye, Ear, Nose and Throat 


Suites 301-302 Colcord Building Oklahoma City, Oklahoma 
Telephones: Office: Walnut 7058: Residence: Walnut 730 


DR. C. J. FISHMAN 
Consultation in Internal Medicine and Clinical Diagnosis. 


719-723 State National Bank Bldg. Oklahoma City, Okla 
Telephones: Office Wal. 1839; Res. Wal. 4409. 


PHONE: WALNUT 2625 CALLS 
LOCAL AND LONG DISTANCE PROMPTLY ANSWERED 


NURSES CENTRAL REGISTRY 
106 EAST FIFTH STREET 
CLUB HOUSE FOR OKLAHOMA CITY 
GRADUATE NURSES OKLAHOMA 


ESTABLISHED A. D. 1908 
GRADUATE NURSES CLUB AND REGISTRY 


27 West Eighth Street Telephone Walnut 3865 
OKLAHOMA CITY, OKLA. 


HENRY S. MUNRO, M. D. 






Brandeis Theatre Build!ng, Omaha, Nebraska 


Consultant in Psychotherapy, Psychiatry, and Neurology 






























me TULSA HOSPITAL ASSOCIATION 


Was Incorporated in 1906 


It owns, maintains and operates 
THE TULSA HOSPITAL & TRAINING SCHOOL FOR NURSES 


Sunlight and air in every room, silent signal system, modernly plann 


land equipped 
operating, sterilizing and dressing rooms, et< Its private ambulance, location on the 
car line, local and long distance telephone connections make it accessible It Is 
equally open to all repuiable physicians, but colored patients are not received 


Capacity. forty beds 














_—— 


TULSA HOSPITAL, West End South Fifth Street 





Patients suffering from contagious diseases, or those who are noisy or violent 
cannot be accepted. Registered nurses supplied. Telephone 70. 


MISS H. C. C. ZIEGELER, Supt. 


Graduate University of Pennsylvania Hospital Training Schoo! 


TULSA - . . - - - - . OKLA. 














STAR RANCH IN-THE-PINES SANATORIUM 


COLORADO SPRINGS, COLORADO 
ALTITUDE 6,400 FEET 


FOR THE TREATMENT OF TUBERCULOSIS 


Situated in the heart of tke pines away from the dust, s 


noke and noise of 

town and only 20 minutes ride from Colorado Springs 

The comforts an conveniences of a first-clas ‘ 1 combined w 
surroundings, pure air fresh food stuffs, and scient sanatoriuy at 
Great care and time is devoted to intelligent dietet s Co rression of the lu 
in addition to tuberculin and mixed vaccines administé n suitabl ind se ! 
cases only All forms of tuberculosis received. 

The management of this Sanatoriur are very deep! ! ympathy wit the 
consumptive, having been victims themselves, and the cheerful menta itmos- 


phere which is maintained is the pride of the Institution, notwithstanding the 
fact that it is conducted under strict medical supervision 
Moderate rates. 
Address Business Manager for rates, literature and further particulars 
References El Paso County ‘and Coloradoo State Medica! Societies 


Business Manager, MAURICE G. WITKIND 

















NEW ORLEANS POLYCLINIC 


Post Graduate Medical School Tulane University of Louisiana. 
Twenty-Seventh Annual Session opens September 29, 1913, Closes June 6, 1914. 
Physicians will find the Polyclinic an excellent means for posting them- 
selves upon modern progress in all branches of medicine and surgery. 
The specialties are fully taught, including laboratory and cadaveric 

work. For further information, address: 


CHAS. CHASSAIGNAC, M. D., Dean, 
NEW ORLEANS POLYCLINIC, 
Post Office Drawer 261. NEW ORLEANS. 
Tulane also offers highest class education leading to degrees in Medicine, Phar- 
macy, Dentistry, Hygiene and Tropical Medicine. 



































With Result-Bringing Thés 
Biological Prog 


Ee esti le pe Council - Passed 
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3 cines. bacterins. eft.. mgd Specialties 
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mm red, across the face of labels. 


LKALOIDAL COMPANY 


Y ome Office and Laboratories 
AVENSWOOD, CHICAGO, ILL. 


; BOMBAY. INDIA TORONTO, CAN LOS ANGELES, CAL. 
Branches LONDON ENG SAN FRANCISCO, CAL SEATTLE, WASH. 





Catatug. apon request, of the medical works published by The Abbott Preas, 


——— 








NEW THERAPEUTIC PRICE LIST 


Cloth bound, library style, fully indexed by departments (including, in addition, over 
100 pages of tried and proven Clinical Suggestions), also exhaustive booklet on our 
complete biologic line, sent on request General samples to those not familiar with 
our products, if specified 
FOR THIS SERVICE, ADDRESS CHICAGO OFFICE ONLY. 
MENTION THIS JOURNAL, 



































= THE 


CHICAGO POLICLINIC 


In addition to our regular clines in Surgery, Gynecology, Obstet 
rics, Dermatology, Orthopedics, Rectal, Genito-Urinary, Medicine, Eye, 
Ear, Nose and Throat, we offer unequaled facilities in Operative 
Surgery upon the Cadaver, an4 in intestinal work upon dogs, afford 
ing the best possible opportunity for anatomical review, and the 
acquirement of modern surgical technique, in these specialties. 

In Laboratory we are giving practical courses in Bacteriology, 
covering examinations of Blood, Pus, Sputum, Urine and Gastric Juice 
Also special courses in the Wassermann Reaction and the method of 
making Autogenous Vaccines. Courses are continuous throughout the 


vear and physicians may enter at any time 


M. L. HARRIS, M. D., Secy. 


DEPT. D, 219-221 W. CHICAGO AVE., CHICAGO, ILLS. 

















RENT THIS 


Microscope 


Nine Months 
Then It’s Yours 


The celebrated Spencer 
Microscope and Com- 
plete Bacteriological 
Outfit with Centrifuge. 
On terms so easy that 
you can't afford to 
miss this offer. 

















You cannot get a better Microscope than the one offered It is a genuine Spencer, fully equipped with triple nose piece 
three high power objective lenses, quick screw sub-stage and other latest improvements Magnifying power of one thousand 
times You couldn't buy a finer microscope if you wanted to It will adequately meet any requirement that a physician or 


surgeon could possibly ask of a microscope 


SPENCER MICROSCOPE AND BACTERIOLOGICAL SET 


No Ext rae The outfit is complete. Besides the famous Spencer Microscope, a full Bacteriological sct, centrifuge, stains. 
slides, etc., is included 
Pays Ite Own KRenmt—The only real expense will be the first month's rent. After that the saving and the extra 


fees it earns for you will not only pay the rent but make additional money that you 








are now compelled to lose. It will make money for you while it is paying for itself COUPON 
Neo Red Tape-No ‘ifs or ands’ No interest You get the outét on A. S. ALOE co Oo. K.-1 
first month's rent Just pay the rent for nine months and it's your absolute ° 
property The rent cach month doesn’t amount to any more than the cost of a 613 VUlive St., St. Louis, Mo. 


Send without placing me under any 


single microscopic examination 
ligation, full particulars of how I 


Send for Particalare Send today, without obligations, for com - ~ 
can own a Spencer icroscope and 
plete particulars of this extraordinary offer Learn how you can own 4 famous we , - ooh - ‘oscoR » 
acteriologica utfit for only nine 
Spencer Microscope and Bacteriological Outfit by making it pay for itself Tear — . : 
Mon s ren 
out and mail the coupon now It will open wide new avenues of profit You 
will be under no obligations ee 


A. S. ALOE CO. sre 


SURGICAL SUPPLY DEPOT ST. LOUIS — 
USE THIS COUPON sa State 
































THE ELRENO 
SANITARIUM 


A GENERAL HOSPITAL 


Established 1902 


== Having a Capacity of Forty Beds == 


Maintains an Incorporated 
Training School for Nurses 


Contagious Diseases and Violent Nervous Cases Not Received 
DOR. J. A. HATCHETT, Internist; DR. T. M. ADERHOLD, Surgeon 


FOR RATES AND OTHER INFORMATION ADDRESS 


DRS. HATCHETT & ADERHOLD 


EL RENO, OKLAHOMA 




















DRS, PETTEY & WALLACE’S iocstoee 
SANITARIUM TREATMENT OF 


958 South Fifth St. MEMPHIS, TENN A 
: [cohol and Drug Addictions 
Mes GP Be 
ae a Nervous and Mental Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 
ethical. Complete equip t. New 
building. Best acc dations 

Resident physician and trained 
nurses. 

Drug patients treated by Dr. 
Pettey’s original method under his 
personal care. 




















DR. MOODY’S SANITARIUM, SAN ANTONIO, TEXAS. 





E xclusively 

for Nervous 

and Mental 

Diseases, 

Drug and 

Alcohol ad- 

dictions. 

Strictly 

Ethical 

‘ Treatment 

5 : : pat — modern and 

“et ar t scientific, 

he et %. including 

'F y Hydro-ther- 

apy, Elec- 

tro-therapy, 

massage, 

etc. Well 

equipped 

pathological 

ia b oratory 

and treat 

ment room. 

Four mod- 

ern bulld 

ings and 

two detached cottages, comprising about one hundred rooms, with 4,500 sq. ft. of 

galleries, all giving ample provision for proper classification, and for the rest cure 

treatment. Rooms may be had ensuite or with private bath. All buildings sup 

plied with steam heat, electric lights and fans, hot and cold water from city 
artesian supply. 

Elegant dining rooms, capacious basement—kitchen with dumb-walters. Cold 
storage plant. Private dairy farm and garden in country. Grounds isolated and 
home-like comprising seven acres of beautiful lawn and shades, cement walks, play- 
grounds, green house, garden, etc. Two blocks from street cars, ten minutes to 
city, twenty minutes to all depots, two blocks from Brackenridge Park, covering 
200 acres with beautiful walks, drives and shades Near Mahncke Park and New 
Country Club. New Army Post Grounds just across the street south with officers 
residences set back about one-fourth mile distant, giving a beautiful exposure with 
breeze and view unobstructed in al) directions, Location and locality ideal for 
health, rest and recuperation. 

G. H. MOODY, M. D., Resident Physician. T. L. MOODY, M. D., Resident Physician. 

J. M. McINTOSH, M. D., Resident Physician. MRS. GEORGIE LEE, Matron. 

Address G. H. MOODY, M. D., 315 Brackenridge Ave., San Antonia, Texas. 














Kansas City Skin and Cancer Hospital 
1205 Michigan Ave., Kansas City, Mo. 


An ethical institution eminently fitted to carry out pfoper methods 
in the treatment of ali skin diseases. 





References: The Medical Profession of Kansas City. 


For particulars, address HALSEY M.LYLE, M. D., Superintendent 
TELEPHONE HOME, EAST 248 

















Dr. BURNETT'S PRIVATE SANITARIUM 


(INCORPORATED) 


A PSYCHOLOGIC AND NEUROLOGIC SANITARIUM 











An Aristocratic Home for Mental and Nervous Diseases, Drug and Alcoholic Habits 


Dr. Oscar Jennings of Paris, European authority on morphinism, devotes three 
pages of his book to affirming Dr. Burnett’s treatment of the morphine habit; it means 


mental and physical upbuilding from the start, without suffering. 


Each Case Receives Dr. Burnett’s Personal Attention. 


S. GROVER BURNETT, A. M., M. D., Superintendent 
Professor Nervous Diseases, U niversit) Medical College: former! 
Assistant Superintendent L. |. Home of New York for Mental and 
Nervous Diseases and Inebriates. 


3100 EUCLID AVENUE, KANSAS CITY, MO. 
Long Distance Phones: Bell, South 50; Home, Linwood 3365. 

















